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READY!—MANUAL OF TROPICAL MEDICINE 


By MACKIE, HUNTER AND WORTH 


TROPICAL MEDICINE!—Five years ago many doctors would have passed over this title with but 


casual interest. Not so today, as you very well know. 


As our fighting men return from the tropics to the cities, towns, villages and farms, ever-increasing 
numbers of these cases will confront the medical profession. It is no less than imperative, therefore, 
that not only military doctors but civilian doctors as well, be fully informed on tropical diseases, 
particularly their diagnosis and treatment. 

Under the auspices of the National Research Council, Colonel Mackie, Major Hunter, Captain 
Worth and their Associates at the Army Medical School, have written a Manual of Tropical Medi- 
cine that meets the needs of both those in the Service and those at home. Yes, meets their needs 
fully, because it is by authorities second to none who have gone about writing this book with the 
practiced hands of those who know, from actual contact with the problem, just what is required. Dis- 
tribution, etiology, epidemiology, pathology, clinical characteristics, prophylaxis, treatment—all are 
covered with balanced emphasis, while an entire section deals with laboratory diagnosis. 

In short, here is a book of vital interest to the medical profession. 


By Colonel Thomas T. Mackie, M.C., Major George W. Hunter III, Sn.C., and Captain C. Brooke 
Worth, M.C.; A.U.S. 727 pages, 6” x 9”, with 287 illustrations, some in color. $6.00. 


SEND ORDERS TO 


J. A. MAJORS COMPANY 


NEW ORLEANS 13 DALLAS 1 


..-ELIMINATE THE IMAGES 
WITH “THE FRINGE ON TOP” 


A “surrey with a fringe on top” is a pleasant, nostalgic sight, but color fringes have 
no place when reading through bifocal segments—either top or bottom. Ful-Vue 
Bifocals are so designed that vision through them is not affected by annoying color 
fringes. This color reduction feature is accomplished in most Ful-Vue Bifocal seg- 
ments through the use of Barium glass—in high minus corrections through the use of 
dense flint glass in the segments. 

To give your patients full satisfaction, prescribe Tillyer Ful-Vue Bifocals for 
maximum comfort. Ask your American Optical — for demonstration. 


American & Optical 


_ Tillyer is @ registered AO Trade-Mark COMPANY 


BIFOCALS 
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3rd Edition—TITUS’ 

MANAGEMENT OF 
BSTETRIC 
IFFICULTIES 


This well-known, widely-used volume which 
covers the complications, emergencies and 
difficulties of obstetric practice, has been 
extensively revised for the third edition. 
Among the more important changes and 
new features. are the following: 


Toxemias of pregnancy revised. Treatment 
of puerperal infection by sulfa and peni- 
cillin. Use of heparin in thrombophlebitis 
and phlebothrombosis. Revision of obstetric 
analgesia and anesthesia, with addition of 
information on continuous caudal analgesia. 


By PAUL TITUS, M.D. 

Obstetrician and Gynecologist to the St. 
Margaret Memorial Hospital, Pittsburgh. 
sel pages, 426 illustrations, 8 color plates. 


Gentlemen: Send me 


-..-Attached is my check. 


Name 


The C. V. Mosby Company 
3207 Washington Blvd., St. Louis 3, Mo. 


Titus’ Management of Obstetric Difficulties, about $10.00 
Sadler’s Modern Psychiatry, about $10.00 


MOSBY 
PUBLICATIONS 


New Book—SADLER’S 
MODERN 
PSYCHIATRY 


This new book replaces Dr. Sadler’s original 
volume, “Theory and Practice of Psychi- 
atry.” The author endeavors briefly to tell 
the story of personology — the difficulties 
human beings have in adjusting themselves 
to life. 


He places before the general practitioner 
and the specialist the problems of personal- 
ity adjustment, psychoneuroses and psy- 
choses, offering a ready and compact ref- 
erence book for diagnoses and immediate 
treatment. 


By WILLIAM S. SADLER, M.D., F.A.P.A. 
Consulting Psychiatrist to Columbus Hos- 
pital, Chicago. 895 pages. $10.00 


SMJ-6/45 
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*The name is never abbreviated; 
and the product is not like any 
other infant food — notwithstand- 
ing a confusing similarity of names. 


The fat of Similac has a physical and chemical composition that permits a 
fat retention comparable to that of breast milk fat (Holt, Tidwell & Kirk, 
Acta Pediatrica, Vol. XVI, 1933) . .. In Similac the proteins are rendered 
soluble to a point approximating the soluble proteins in human milk . . . 
Similac, like breast milk, has a consistently ZERO curd tension .. . The salt 
balance of Similac is strikingly like that of human milk (C. W. Martin, 
M. D., New York State Journal of Medicine, Sept. 1, 1932). No other 
substitute resembles breast milk: in all of these respects. 


» A powdered, dified milk product especially prepared for infant feeding, made from 
Aorittem tuberculin tested cow's milk (casein modified) from which part of the butter fat is 
Stim removed and to which has been added lactose, olive oil, cocoanut oil, corn oil and fish 

: liver oil concentrate. 
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LIPPINCOTT SELECTED PROFESSIONAL BOOKS 


“To study the phenomena of disease without books is to sail 
an uncharted sea... “Books and Men.” 


THE 
AMERICAN PRACTITIONER 
SERIES 


Every practitioner should make desk room for these “gems of general 
practice.” The AMERICAN PRACTITIONER SERIES fill a need for 
timely interpretation of current therapy and technic in the management 
of commoner diseases met most often in general practice. A series of pithy, 
concise volumes, each presenting clinical discussions of the diseases covered. 
Each book approximates 250 pages packed with everyday, practical 
reference material. 


First of the series; NOW READY ... The ANALYSIS AND INTER- 
PRETATION OF SYMPTOMS edited by Cyril M. MacBryde, M.D. A 
concise, extremely practical book covering the basis for analysis and in- 
telligent interpretation, for diagnosis of the commone:t symptoms that 
bring the patient to the physician. $4.00 


Second of the series, In Preparation .. . DIAGNOSIS AND MAN- 
AGEMENT OF DISEASES OF THE THORACIC CAVITY, edited by 
Dr. George Morris Piersol. A current, timely clinical discussion of the 
diagnosis and management of the common conditions in pre- and post- 
operative care of diseases of the thoracic cavity. Includes Bronchiectasis, 
Pulmonary suppuration, Tumors of the lung, and twelve other vital topics 
by medical leaders who focus their material for the use of the general 


Forthcoming volumes in the series will cover: 


MANAGEMENT OF TRAUMA @ DIAGNOSIS AND MANAGEMENT OF THE 
CANCER PATIENT ® OBSTETRICAL DIFFICULTIES ® PREVENTIVE MEDICINE 
IN GENERAL PRACTICE. 


SMJ-645 
J. B. LIPPINCOTT CO., E. Washington Sq., Philadelphia 5, Pa. 


Enter my order and send me ( ) ANALYSIS AND INTERPRE- 
TATION OF SYMPTOMS, by MacBryde, $4.00. ( ) DIAG- 
NOSIS AND MANAGEMENT OF DISEASES OF THE 
THORACIC CAVITY, by Piersol, $4.00. ( ) Put me on your 
list for notification of forthcoming titles. 

(_) Charge my account ( ) Cash enclosed ( ) Send C.O.D. 


Send to: Name 


City, Zone, State 
Under your guarantee, I may return book(s) within 10 days, 
otherwise I will pay in full within 30 days. 


LIPPINCOTT SELECTED PROFESSIONAL BOOKS 
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The Problem of Feeding the Febrile Patient 


In acute febrile conditions 
protein wastages may become 
as high as 3 or more grams 
per kilogram of body weight 
per day — the physician can 
help prevent this loss by ad- 
ministering diets with ade- 
quate protein content of high 
biologic value. . 


HORLICK’S 


given at such times can fulfill 
an invaluable function. Rich 
in readily assimilated, high 
quality protein and carbo- 
hydrate, it can be taken long 
before the patient can toler- 
ate solids. 


Horlick’s is made from 
full cream milk, wheat 
and barley — delicious 
whether prepared with 
milk or water. 


Recommend 


HORLICKS 


The Complete Malted Milk—Not Just a Flavoring for Milk 


Obtainable at all drug stores. 
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“Old Scratch” will Get You If You Don't Watch Out! SF 


“Old Scratch” is the constant tempter 
of the pruritus victim... for it is next 
to impossible. to control scratching—so 
often the cause of secondary infection 
—unless an analgesic agent is available 
to relieve the torment of itching. 
‘Caligesic’ Analgesic Calamine Oint- 
ment is a greaseless, bland ointment that 
has proved useful in the temporary re- 
lief of pruritus and skin irritations, such 
as those caused by poison ivy, poison 
oak and insect bites. It does not stain the 
skin and can be safely used on children. 


Analgesic Calamine Ointment 
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The protective, astringent, anesthetic 
properties of “Caligesic’ Ointment arrest 
the desire to scratch and bring prompt, 
soothing relief in the treatment of derma- 
titis venenata, summer prurigo, pruritus 
ani, pruritus scroti and other skin irrita- 
tions and inflammations. 


For external application only, each 
100 Gm. of ‘Caligesic? Ointment con- 
tains: Calamine, 8.00 Gm.; Benzocaine, 
3.00 Gm.; Hexylated Metacresol, 0.05 
Gm. Supplied in 114 ounce tubes. 

Sharp & Dohme, Philadelphia 1, Pa. 
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FEVER REDUCTION 


Reduction of merely one degree in temperature 
can frequently make the difference between a 
febrile patient's comfort and misery. Effective 
antipyresis is obtainable by the administration of 
‘Tabloid’ ‘Empirin' Compound. 

The synergistic action of the acetophenetidin 
and acetylsalicylic acid helps to reduce the 
elevated temperature. The headache and malaise 
which often accompany fever are usually relieved. 


Each product contains acetophenetidin gr. 24 (0.162 gm.), 
caffeine gr. % (0.032 gm.), acetylsalicylic acid gr. 3% (0.227 gm.). 
Also ‘Tabloid’ ‘Empirin' Compound with Codeire Phosphate, 
gr. %, gr. %, and gr. 


‘Tabloid’ ‘-cmpirin’ are Registered Trademarks 


BURROUGHS WELLCOME & CO. (U.S. A.) INC. 
9-11 East 41st Street, New York 17, New York 


“‘TABLOIOC’ COMPOUND 


Bottles of 100 and 500 
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But IS she well nourished? Too glibly 
written, too frequently taken for granted, 
good nutritive status cannot be safely as- 
sumed without careful evaluation. Even pa- 
tients under active medical care—the hyper- 
tensive, the peptic ulcer, the frankly obese— 
may suffer from nutritive failure of “thera- 
peutic” origin, resulting from special diets. 

Spies! has stated that “severe atypical 
deficiency disease, like other forms of 
nutritive failure, can be successfully cor- 


rected by the application of... four essen- 
tials”—one of which is administration of 
the four critical water soluble vitamins in 
high dosage. Squibb Basic Formula is the 
same formula used by Spies!»2 and Jolliffe 
and Smith3. It is a pioneer preparation, 
founded on years of clinical experience. 

Each Squibb Basic Formula Vitamin 
Tablet contains: thiamine hydrochloride 
10 mg., niacinamide 50 mg., riboflavin 
5 mg., ascorbic acid 75 mg. 


For complete information, write on your prescription blank “Nutritive Therapy”, 
and mail to Squibb Professional Service Dept., 745 Fifth Ave., New York 22 


Basie SQUIBB 


1. Spies, Tom D.; Cogswell, Roberi C., and Vilter, Carl: J.A.M.A. INov. 18) 1944. Spies, 
Tom D.: M. Clin. North America 27.273, 1943. 2. Spies, Tom D.: J.A.M.A. 122.911 Wuly 31) 
1943. 3. Jollifie, Norman, end Smith, James J.. Med. Clin. N. Am. 27:567 (March) 1943 
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GENITO-URINARY TRACT INFECTIONS 
can often be simply yet effectively com- 
batted with Serenium (2, 4-diamino-4'- 
ethoxy-azobenzene hydrochloride) with- 
out regard for pH. One tablet t.i.d. before 
meals, without laborious acidification or 


SQUIBB 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 


alkalinization, affords bacterioststatic ac- 
tion against a wide range of pathogens, 
and exerts an analgesic effect on inflamed 
genito-urinary mucosa. Serenium in choc- 
olate coated 0.1 gram tablets in bottles 
of 25, 50 and 500. 


TRADEMARK 
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Newer évidence hased controlled quantitative 
civilian as well as Army and Navy investigators has establish 
ATABRINE DIHYDROCHLORIDE as the drug of choice for the preven- 

<2 tion and treatment of malaria. 


Effective suppression of malaria can be —e over long periods of time by the 
proper use of ATABRINE. 


; in the termination of the acute attack in all forms of malaria, ATABRINE jis fully as 
effective as quinine and is safer than quinine. 


In the therapy of falciparum (malignant) malaria, ATABRINE is definitely superior in 
effectiveness to quinine. 


PAT. OFF, CANADA BRAND OF QUINACRINE HYDROCHLORIDE 


WINTHROP CHEMICAL COMPANY, INC. 
PHARMACEUTICALS OF MERIT FOR THE PHYSICIAN @ NEW YORK 13, N.Y, © WINDSOR, ONT. 
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This is the Armour Laboratories’ 
Serum Albumin Plant 


The Armour Laboratories plant located in 
Fort Worth, Texas, was built for fractionating 
human plasma and is installed in the only 
building erected solely for this purpose. 

The process of fractionation of plasma 
serves to permit separation of the various 
protein constituents of plasma in their native 
state. This separation requires exacting and 
most rigid control of the physical and chem- 
ical conditions under which these operations 
are effected. Extreme precaution is necessary 
during fractionation to prevent contamination 
of the material. 

The Fort Worth plant is equipped to handle 
many thousands of pints of blood. The blood 
collected from volunteer donors at centers 
located in New Orleans, San Antonio, Fort 
Worth and Dallas has been shipped to the 


Fort Worth plant in Church containers refrig- 
erated with ice. Serology tests are made im- 
mediately on all samples received and any 
sample which fails to meet these tests is ex- 
cluded. The separation of the plasma from 
the blood is effected by means of specially 
designed continuous centrifuges. 

Separation of the various fractions from 
the blood plasma is accomplished by means 
of alcohol under controlled conditions of 
temperature and acidity. The final serum 
albumin fraction is dried at low temperature. 
This dried albumin is dissolved in distilled 
pyrogen free water and the solution sterilized 
under special conditions and subjected to 
rigorous animal, chemical, and bacteriological 
tests prior to packaging and delivery to the 
Armed Forces. 


Blood donor bottles are sterilized in a 
large steam autoclave 


Blood is received from the Donor Center and 
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Fractionation of plasma is done in a room 
held at minus 5° C 


Separation of the fractions is effected 
in glass-lined tanks 


Sterilization of the final albumin solution is 
effected by filtration 


Complete injection assembly is packed together with the 
bottle of serum albumin in a hermetically sealed can 


Other products of value to the surgeon, at present 
available only to the armed forces, are resulting 
from continued research on blood albumin. In 
this Armour serum plant the following products 
are produced from by-products of the serum 
albumin operations: 

Fibrin foam—to be used in conjunction with 
thrombin which is also a by-product obtained 
from plasma, and applied in stopping the flow 
of blood from wounds. 


Normal serum gamma globulin antibodies — 
effective in the prevention of measles and other 
diseases. 


Fibrin film—a soft, pliable sheet used experimen- 
tally for covering the brain following certain 
operations for head injuries. 


Typing serum—used in the process for typing 
blood. 


This development is the result of initial work 
carried out in the Department of Physical Chem- 
istry, Harvard Medical School, and carried for- 
ward since 1941 under contract recommended 
by the Committee on Medical Research between 
the Office of Scientific Research and Develop- 
ment and Harvard University. 


The Armour Laboratories 
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Not to be confused with streptococcic Veterinarians, slaughterhouse-workers, 
erysipelas, this extremely painful, and butchers, farmers, bone-button makers, 
sometimes even fatalinfectioniscaused by _fish-handlers and cooks are most likely to 


Erysipelothrix rhusiopathiae. It is ob- contract the condition, which usually starts 
served rather frequently among those as an erythema at the site of primary in- 
brought into contact with animals and fish. fection, notably the fingers. 


TREATMENT 
with Goucentrated ANTI-ERYSIPELOID SERUM 


(PITMAN-MOORE) 


ACCEPTED 
Since the disease in animals responds to sero- 
HOW SUPPLIED therapy, the unrefined anti-swine erysipelas re 
serum was employed in human cases, with ; 
much success. However, this unconcentrated serum, in 
effective dosage, leads rather frequently to anaphylaxis 
and serum reactions. 


Pitman-Moore Concentrated 
Anti-Erysipeloid Serum is 
available in 10 ce. vials. Two 
to five cc. is usually ade- 


quate for the initial dose. In REDUCED REACTIONS—To minimize this objection, Pitman- 

some instances repeated or Moore Laboratories have developed a concentrated and 

increased dosage will not be refined anti-serum for human use, in which the volume is 
_ necessary. reduced as muth as 80%. 


Complete information to physicians on request. 


Division of Albied Inc, Indianapolis 6, Indiana 
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PAT. OFF. 


REG. U.S. 


of FALL HAY FEVER 
RAGWEED COMBINED ALLERGEN 


NEW ADDITION TO THE TUBEX PREPARATIONS, Ragweed 
Combined Allergen, is made from the pollens of both the 
giant and short varieties of ragweed. 

The importance of the Ragweed group as causative agents 
of fall hay fever can hardly be exaggerated and the use of a 
mixture of these two pollens for parenteral therapy is both 
logical and practical. 

Hyposensitization injections provide greater relief than 
any other form of treatment. 


THE FOLLOWING TUBEX POLLEN TREATMENT SETS ARE ALSO AVAILABLE: 


Mixed Grasses * Southern Formula * Rocky Mountain Formula 
West Coast Formula, Early Summer 
West Coast Formula, Late Summer 


PACKAGED: FIVE 1 cc. SIZE TUBEX* 


Orders For Special Formula Treatment Sets Receive Prompt Attention 


RAGWEED COMBINED ALLERGEN 


A NEW TUBEX PREPARATION 


*REG. U.S. PAT. OFF. 


WYETH INCORPORATED «+ PHILADELPHIA 3 + PENNSYLVANIA 
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GRAINS OF LIFE to hundreds of millions of people 


throughout the earth, probably more widely used than any other food . . . rice. Its bran 
is one of the richest natural sources of the whole vitamin B complex. + Elixir Ribranex,* 
derived from rice bran extract, provides all the factors of the entire vitamin B compiex, 
known and unknown ... plus the insurance of additional thiamine hydrochloride, 
riboflavin, and niacin amide. + Elixir Ribranex is highly agreeable in taste to both 
children and adults. A well tolerated preparation for the prevention and treatment of 


vitamin B deficiencies. « Bottles of 8- and 32-fluidounces. nea. U. 8. PAT. OFF. 


Clan RIBRANEX 
Wjeth 


S. M. A. DIVISION ¢ WYETH INCORPORATED @ PHILADELPHIA 3 ¢ PENNA. 
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Hay fever patients sometimes shrink from preseasonal preventive 
treatment because they believe it is painful . . . but they need 
not. Abbott Pollen Extracts are practically painless, 


virtually nonirritating because they are prepared with a special 
isotonic dextrose solution. You will find that most patients 
will subscribe to treatment more willingly and continue 
with greater faithfulness when this feature is demonstrated. 
. .. And, since this menstruum is relatively nonirritating, 
it seldom causes a reaction at the site of the injection. 
Consequently, any local tissue reaction may usually be 
accepted as a true response to the allergenic substance 
alone. This aids in adjusting the dosage more accurately to the 
needs of the individual. ¢ Physicians will find convenient 
the Abbott 16-Dose Ragweed Pollen Extract Treatment 
P il : Set for immunizing the majority of hay fever patients who 
olen live east of the Rocky Mountains and whose symptoms 
occur during August and September. The Decimal Dilution 
Ragweed Treatment Set is designed for individualized 
treatment. Both sets are available through your prescription 


Extracts pharmacy. Lasoratories, North Chicago, III. 
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| = over ten years, 
Ertron in the treatment of 
arthritis has been studied inten- 
sively in leading universities, hos- 
pitals, clinics and private practice. 


Reports and follow-up surveys 
have appeared regularly in lead- 
ing medical journals. This work 
is still going on, as new methods 
of attack are evolved. 


These studies confirm both the 
effectiveness of Ertron in arthritis 
and the non-toxicity of Ertron 
in therapeutic dosage. 


The clinical work has been 
done on Ertron—the bibliogra- 
phy specifies Ertron—the results 
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Capsules— bottles of 50, 100 and 500. 


apply to Ertron alone—no other 


product contains electrically 
activated vaporized ergosterol 
(Whittier Process). 


Complete bibliography and 
mode of administration will be 
sent to interested physicians. 


ERTRONIZE THE ARTHRITIC 


Ertronize Means: Employ Ertron 
in an adequate daily dosage over 
a sufficiently long period to pro- 
duce optimal results. Gradually 
increase the dosage to that rec- 
ommended or to the toleration 
level. Maintain this dosage until 


maximum improvement occurs. 


Parenteral —packages of six 1 cc. ampules. 
ETHICALLY PROMOTED 


NUTRITION RESEARCH LABORATORIES e 


CHICAGO 


Ertron is the registered trade-mark 
of Nutrition Research Laboratories. 


Views of the right hand of a male, aged 40 years; illustrating a typical atrophic or 
theumatoid arthritis; duration of disease, 12 years; occupation, filling station at- 
fendant, bookkeeper. 
This hand illustrates on advanced stage of the disease with marked muscular atrophy and 
Gbsence of subcutaneous fat. The gross appeorance is exaggerated by the chronic sub- 
hutritional status of the patient. The atrophic changes of the musculature with involvement 
Of supporting tendons have resulted in marked deformities and a functionless claw hand. 
The metacarpals as well as the fingers particularly show subluxations with typical ulnar 
deviations. The nails are markedly thickened and horn-like and falsely suggest psoriatic 
changes. General symmetrical involvement: nearly all joints in body with extensive anky- 
: losis of shoulders, jaws, knees, ankles, wrists and hands. Patient is a complete invalid and 
takes only sott, ground food due to inability to masticate. 
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HIGH LOCAL LOW SYSTEMIC 
CONCENTRATION ABSORPTION 


One tablet chewed for one-half to Blood levels, even when maximal 
one hour provides a high concentra- dosage is used, are almost neg- 
tion of locally active sulfathiazole ligible—rarely reaching 0.5 to 1 
(average 70 mg. per cent)—main- mg. per cent. j 
tained throughout the chewing period. é 


HIGH and PROLONGED salivary concentration of sulfathiazole is 
brought directly to the site of oral and pharyngeal infections through 
the use of— 


SULEATHIAZOLE GUM" 


Even a single tablet of White’s Sulfathiazole Gum chewed for one-half 
to one hour provides a high concentration of localiy active sulfathiazole. 
The medication is brought into immediate and prolonged contact with 
oropharyngeal areas which are not similarly reached by ordinary meas- 
ures of topical chemotherapy. Moreover, resulting blood levels of the 
drug, even with maximal dosage, are so low that systemic toxic reac- 
tions are virtually obviated. 
DOSAGE: One tablet chewed for one-half to one hour at intervals of one to 
four hours depending upon the severity of the condition. 

Available in packages of 24 tablets, sanitaped, 
in slip-sleeve prescription boxes. 


IMPORTANT: Please note that your patient requires your pre- 
scription to obtain this product from the ph ist 


4 product of 
WHITE LABORATORIES, INC. 
pharmaceutical manufacturers + Newark 2, N. J. 
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For the Busy Physician 


This concise booklet, pre- 
senting the essential data 
on the action and uses of 
Pyridium, together with sev- 
eral full color plates illus- 
trating the pathologic 
changes in urogenital in- 
fections, will be-sent to you: 
on request. 
Increasing numbers of busy phy- 
sicians are finding Pyridium to 
be a thoroughly dependable 
agent on which they may rely 
for prompt, gratifying relief of 
the distressing symptoms en- 
countered in cystitis, prostatitis, 
pyelonephritis, and urethritis. 
Clinical experience extending 
over more than a decade, as re- 
ported in the published literature 
on Pyridium, has established its 
prompt and effective action, as 
well as its remarkable lack of 
toxicity. 


service in urogenital infections 
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pyridine mona-hydrochiorde) 
Pyridium is the United States — 
Registered Trade-Mark of 
AE 
rt NAVY 
Speed the Victory 
« War Bonds 
MERCK & CO., Inc. Manufacturing Chemists RAHWAY, N. J. | 
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In the 
Management 
of Asymptomatic 


and Paretic 


NEUROSYPHILIS 


with War Bonds 


Statistical studies reveal that approximately thirty per cent 
of syphilitic patients exhibit abnormalities in the spinal fluid 
duning initial examinations, without displaying clinical symp- 
toms of cerebrospinal involvement. Although adequate rou- 
time treatment of early syphilis will prevent the appearance 
of abnormalities in most cases, the use of Tryparsamide 
Merck combined with hyperthermy, is suggested in resistant 
cases. 

In incipient cases of dementia paralytica, the use of Trypars- 
amide Merck, combined with artificial fever therapy, is known 
to produce varying degrees of symptomatic improvement. 
While favorable results may not be expected in more advanced 
cases of general paresis or tabes dorsalis, when treatment is 
begun sufficiently early and continued over a long period of 
time, Tryparsamide Merck may arrest deterioration and con- 
tribute to the prolongation of life. 

The effectiveness of Tryparsamide Merck in the treatment of 
resistant cases of syphilis probably is due to its unusual 
ability to penetrate the meningovascular barrier of the central 
nervous system. 


The illustrated brochure, 
Chemotherapy 
of Neurosyphilis, 
will be sent on request. 


YPARSAMIDE 
Merck | 


An outstanding | 


therapeutic agent 


in neurosyphilis 


MERCK & Cco., Ine. Manufacturing Chemists RAHWAY, N. 
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*‘suddenly...life was worth living’** 


In depressed patients, Benzedrine Sulfate is virtually unique in its 
ability to banish apathy, subjective weakness, and despondency 
... to restore mental alertness, enthusiasm and the capacity for 
work ... to increase the sense of energy... and to reawaken the 
zest for living. 


The quotation which heads this page provides, out of the author’s 
own experience, striking testimony to the dramatic value of 
Benzedrine Sulfate in the relief of simple depression, with its asso- 
- ciated symptoms of anhedonia, chronic fatigue and retardation. 


*Reiter, P. J., Experience with Benzedrine, Ugeskr. f. laeger, 99:459-460, 1937. 


BEN ZEDRINE 
SULFATE TABLETS 


Racemic amphetamine sulfate, S. K. F. 


SMITH, KLINE & FRENCH LABORATORIES, PHILADELPHIA, PA. 
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SAFE © Four years of intensive clinical research, with more than 1,400 published cases, have 
established Demerol analgesia in labor as a safe procedure. Demerol analgesia is harmless 
to mother and baby. It does not weaken uterine contractions or lengthen labor. There are no 


post-partum complications due to the drug. 


SIMPLE AND EFFECTIVE © Demerol hydrochloride is administered orally or by intramuscular 
injection. Average dose: 100 mg., when the pains become regular, repeated three or four 
times at intervals of from 1 to 4 hours. In analgesic power Demerol hydrochloride ranks 
between morphine and codeine; it also has a spasmolytic effect comparable with that of atro- 
pine, as well as a sedative action. It may also be used in conjunction with scopolamine or, 
barbiturates for amnesia. 


FOR 


Trademork Reg. U. S. Pat. Off. & Canada 
HYDROCHLORIDE 


BRAND OF MEPERIDINE HYDROCHLORIDE 
ine) 


LATIONS OF THE FEDERAL BUREAU OF NARCOTICS 


CHEMICAL COMPANY, 
ALS OF MERIT FOR THE PHYSICIAN 
WINDSOR, ONT. 
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The heart that feels not now, is dead: 
The blood of his children 


shall curse his cowardice, 


O1 IIA IIA NVOT UVM IIA 


who shrinks back at a time when 
a little might have saved the whole, 
and made them happy. Tuomas Parve 


STAY ON THE JOB 
BUY WAR BONDS 


Upjohn 
KALAMAZOO 99, MICHIGAN 


= FINE PHARMACEUTICALS SINCE 1886 
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PREMENSTRUAL TENSION 


The emotional and physical distress suffered by approximately 40% 
of women during the five days preceding menstruation often yields 
dramatically to mild androgenic therapy.” 
Although the etiological factors involved in premenstrual tension 
have not been fully established, many reports would seem to in- 
dicate that an increased secretion of estrogen by the ovaries during 
this period may be a responsible factor. Androgens, as antagonists 
- of estrogens, appear to neutralize the effect of this excess secretion 
ahd alleviate, if not completely eliminate, the symptoms of the 
condition. 
The androgens of for therapy in premenstrual tension are 
ORETON Ampules for intramuscular and ON-M, 
Tablets for oral administration. . 


Freed, S.C JAMA. (Feb, 17) 1945. 
Trade-Marks ORETON and ORETON-M—Reg. US. Pat. Off, 
Copyright 1945 by Schering Corporation 


“soHERING CORPORATION BLOOMFIELD, NEW JERSEY, 
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REG. U.S. Migeth PAT. OFF. 


Effective Prophylaxis, Efficient Treatment 


for CHIGGERS / 


(RED BUGS) 


OW’S THE TIME THE TROUBLESOME CHIGGER 
mite starts his regular summer offensive! 

But he folds up quickly, completely—under the 
effective action of Sulfur Foam Applicators, Wyeth. 

These applicators distribute particles of sulfur 
evenly, thoroughly, over the body in a most effec- 
tive medium—bland soap foam. 

N. B.: “The superiority of this form of sulfur 
over powders, ointments, pastes, etc., is without 
challenge!”’* 

During the coming chigger season, this timely 
prescription product will bring enthusiastic thanks 
from grateful patients! 


*Romeo, Z. J.: Sulfur and Soap as Effective 
Prophylaxis Against “Chiggers” (Red Bugs) in 
the Army, Mil. Surgeon, 90:437-439 (April) 1942. 


WYETH INCORPORATED ° PHILADELPHIA 3 . PA. 
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"The greatest need for calcium and pbospborus is during the 


period of skeletal growth." 


Stearns, G., Jl. Lancet, 63: Nov. 1943 


Absorption of these vital minerals is inefficient in 


humans and often non-effective without the aid of vitamin D. 


provides prophylaxis against rickets 
and treatment for rickets in effective, 


convenient, once-a-month dosage 


Each capsule of Infron Pediatric 
contains 100,000 U.S.P. units of 
electrically activated vaporized 
ergosterol (Whittier Process)— 
highly purified and specially 
adapted for antirachitic ad- 
ministration. 

Infron Pediatric is safe,ration- 
al and therapeutically effective 
as shown in the published work 
on the clinical investigations 


REFERENCES: 


of Wolf, Rambar, Hardy and 
Fishbein. 

Infron Pediatric is readily 
miscible in the feeding formula, 
milk, fruit juice, or water—can 
also be spread on cereal. 

Supplied in packages of 6 
capsules—sufficient dosage for 
6 months. 

Available in prescription 
pharmacies. Ethically promoted. 


NUTRITION RESEARCH LABORATORIES - CHICAGO 


| |_| June 1945 

(Trade Mark) 

ate 

ae Rambar, A.C., Hardy, L.M. and Fishbein, W.I.: J. Ped. 23:31-38 (July) 1943 

Wolf, I.J.: J. Ped., 22:707-718 1943 

on Wolf, IJ.: J. Ped. 22:396-417 (April) 1943 

a Wolf, IJ.: J. Med. Soc. New Jersey, 38-436 (Sept.) 1941 
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TRASEN‘INE* PHENOBARBITAL attocks spasm of 
the absiominal and pelvic viscera in three ways: 


‘Central nervous sedation... potentiating TRASEN- 
TINE’S spasmeoiytic power 


Clinically, effective, TRASENTINE- PHENOBARBITAL has 
found widespread aeceptan: Psposm 
the gasiro-intestinal, biliary, and tracts 
it is particularly effective in individuals wering from 
«citability of the autonomic nen 


Each tablet contoins 20 mg. of TRASENTINE (hydrochloride of | 
ond 20 mg. (1/3 gr.) of 
PHENOBARBITAL. 


Axveifablé in boxes of 40 and 100 tablets. 
* 


CIBA PHARMACEUTICAL PRODUCTS, INC, SUMAIT, NEW JERSEY 
CANADA, CIBA COMPANY LIMITER MONTREAL 


RIP I MOOTH MUSCLE SPAS! 
Direct local action on smecth muscle 
indirect action by blocking motor impulses to 
*Trade Mats Rog. U.S. Pai. OF, 
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When the pressure 1s low— 
the circulation slackens 


In chronic hypotension or states of circulatory deficiency asso- 


ciated with convalescence, mild collapse, and other asthenic 


states, Sympatol provides convenient symptomatic therapy. 
Orally effective, Sympatol improves the peripheral circulation 


by raising systolic and venous pressure and increasing cardiac 
output. Circulation time is shortened although the pulse rate 


is frequently slowed, 


Sympatol 


To Improve Peripheral Circulation 


THERAPEUTIC APPRAISAL: A syn- 
thetic pressor drug—para-methylamino- 
ethanolphenol tartrate—for providing 
safe circulatory stimulation. Sympatol, 
on oral administration, increases ve- 
nous and systolic pressures signifi - 
cantly, diastolic pressure only slightly, 
with little or no effect on the central 
nervous system. Repeated doses are 
consistently and uniformly effective. 

INDICATED for symptomatic treatment 
of circulatory atony—to improve per- 


ipheral circulation; to increase cardiac 
output and shorten circulation time; 
to increase cardiac efficiency. 


DOSAGE: Adults—1 to g tablets three 
times daily, or 1 to 2 cc. of solution 
every four to six hours. Children—5 to 
20 minims of solution repeated as re- 
quired. 


SUPPLIED in 100 mg. tablets, bottles of 
50; 10% solution (100 mg. per cc.) for 
oral use, bottles of go cc. 


Stearn 


DETROIT 31, MICHIGAN 


NEW YORK KANSAS CITY SAN FRANCISCO 


SYDNEY, AUSTRALIA AUCKLAND, NEW ZEALAND 


Trade-Mark Sympatol Reg. U.S. Pat, Of. 
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Analgesia and lubrication of the tonsillar fos- 


sae can both be accomplished pleasantly and efficiently 


by chewing Aspergum. 
This simple procedure is so effective an aid in reliev- 
ing patient discomfort and even hastening post-tonsil- 
lectomy convalescence that many laryngologists incor- 


porate it routinely in their postoperative instructions. 


Chewing Aspergum, the patient releases a soothing 
flow-of saliva laden with acetylsalicylic acid. The gentle 
stimulation of muscular action helps greatly to relieve 
local spasticity: The patient is more comfortable, a 
nourishing diet can be resumed early, convalescence is 


hastened. 


Dilladi ASpergum 


In packages of 16, moisture-proof bottles of 36 and 250 


tablets. Ethically promoted—not advertised to the ._ 


laity. White Laboratories, Inc., Pharmaceutical Manu- 
facturers, Newark 7, N. J. 
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Digitalis 
(Davies, Rose) 
144 grains 
bi 1 Gram) 


h equivalent to 
1 Digitalis Unit 
S.P. XU 


Cardiologist 


is assured of 


Dependability in Digitalis Administration 


Being the powdered leaves made into 
physiologically tested pills, 
all that Digitalis can do, these pills will do. 


Trial package and literature sent to physicians on request. 


DAVIES, ROSE & COMPANY, Limited 


Manufacturing Chemists, Boston 18, Massachusetts 
Di4 


4g 
| 
| 
Tp 
| 
| 
DAVIES, ROSE & CO., Ltd. 
Boston, Mass., U.S.A. eh, 
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WILL = WOMAN ows totient ?_| 


No woman escapes the menopause. Some cre 
fortunate enough to experience only mild dis- 
comfort, but a large proportion will eventually 
look to their physicians for help. In “Premarin” 
the physician will find a medium for estrogenic 
therapy which extensive clinical work has shown 
to be highly effective. “Premarin,” although de- 
rived exclusively from natural sources, is highly 
potent. It is exceptionally well tolerated, and 
has the desirable property of imparting a feel- 
ingofwell-being, 
Now available in 2 potencies: 


No. 866: Bottles of 20, 100 and 1000 Tablets 
No. 867 (Half-Strength): Bottles of 100 and 1000 Tablets 


AYERST, McKENNA & HARRISON LIMITED...Rouses Point, N.Y., oem York 16, N.Y., Montreal, Canada 


NO.8 OFA SERIES > + + “PREMARIN” THERAPY AT THE MENOPAUSE 
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HIGHLY POTENT 
ORALLY ACTIVE 
NATURALLY OCCURRING 
ESSENTIALLY SAFE 
WATER SOLUBLE 
WELL TOLERATED 
IMPARTS A FEELING OF WELL-BEING 


CONJUGATED ESTROGENS (equine) 


U.S. Executive Offices) 
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ILLUSTRATION BY STAN EKMAN 


I+ Never MATTERS to dad how much help he gets from the back seat while 
driving the family car. It is mother’s privilege to call the stops, curves, and 
turns, and it is likely that some time her advice might be helpful. Then there 
is always the chance that dad may suddenly have gone color-blind, or that 
his reflexes may have stagnated. He harbors no resentment, although he 
knows that he has the car under perfect control. 

As a matter of fact, dad is accustomed to criticism. Down at the Lilly 
Laboratories where he is employed, his work is subjected to the unre- 
lenting scrutiny of more than 200 critics. Pharmaceutical chemists and skilled 
laboratory workers supervise every manufacturing procedure. A blueprint 
and coupon system established many years ago, followed by experienced 


verifiers, virtually eliminates all possibility of error. Every 
single Lilly Product must be worthy of the name it bears. itty 


tury 


PROTECTION AGAINST 
Tue THreat of tetanus may now 
be met on two fronts. Tetanus 
Toxoid, Alum Precipitated, induces active immunization. In immunized 
cases, should injury occur, a high degree of protection ‘is conferred by a 
stimulating dose of alum-precipitated toxoid. Tetanus Antitoxin and 


Tetanus -Gas-Gangrene Antitoxin (Combined) may be employed prophy- 


lactically, or, in the presence of active infection, in larger therapeutic doses. 


ELI LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 


00 Witty arp 4054, 
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AVERAGE MEASUREMENTS of BOYS’ 
a AND GIRLS’ HEIGHT IN INCHES 33 
vi | 
6 12 months os 4 
5 years 42.7 42.2 4j 
7 yects 472 428s & ~ 
aie? 9 years < 
12 yeors «(Oo 
13 yee"s 39 me 
14 yeors 60.7 61.4 
17 yeas 65.4 63.7 
18 yeers 66.6 64.0 
19 675 64.0 
20 yeors 68.0 64.0 
us 
# Boys and gitls grow more than a0 inch a yea" from theif sixth to theit 
twentieth pirthdays- But too often children jack the vitamins needed 
to chalk UP this since eve™ essential vitamins A and D are 
often omitted after infancy: 
a polyvitamin mixture, furnishes many vitamins 
quired daily for optimal growth. Jn only three ceaspoontuls: ¢here 
are gufficient quantities of vitamins B,, Be and nicotinamide 
to meet the minimum daily requirements of the avetage child. 
May be mixed with watelr milk, of fruit juice Both children and 
grownups jike pleasant flavor after 
AVIMAL’ registered prademark 
‘AVM | 
\ AL A pleasantly flavored potyvitamin preparation 
Daily dose contains* Vitamin A, 5000 u. Units; 
Vitamin p, 500 u.s.P- Units; Vitamin Bi, 2 Milligrams Vitamin Bo, 2 Mil- 
jigramsi Nicotinamide, 15 Milligra™®> Bottles of 8 4 pt- and gal. 
9 & il East Forty-First Street ° New York 17, New York 
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N the management of meningitis of pneumococcic, 
meningococcic, streptococcic, and staphylococcic 
origin, penicillin therapy presents advantages which 
in the minds of many observers make it the treatment 
of choice, to be instituted in adequate dosage as soon 

as diagnosis is established. 

Because of its virtual nontoxicity penicillin may be 
given in effective amounts, as long as required, intra- 
thecally as well as systemically. 

Its therapeutic efficacy appears to be considerably greater 
than that of the sulfonamides, reducing mortality rates 
appreciably. In syphilitic meningitis, immediate results are grati- 


i : fying, but prolonged follow-up of the patient appears indicated. 


Within 12 hours after penicillin admin- 
istration was begun, temperature be- 
came normal and headache disappeared 
in a case of meningitis with gross mixed 
‘ infection of the spinal fluid. The patient 
had previously received intensive sul- 
| i fonamide therapy for 18 days. Penicil- 
lin was administered for 10 days: 10,- 
000 units twice daily intrathecally and 
10,000 intramuscularly every 3 hours 
for 2 days (100,000 units total daily 
dosage); thereafter 80,000 units daily, 
10,000 intrathecally and 70,000 intra- 
muscularly. 
ts i Gould, A. H., Rocky Mountain M. J. 
| 41:560 (Aug.) 1944. 


| 
fae : A series of 16 patients with pneumo- 
‘ coccic meningitis treated with penicil- 
lin, compared with 40 consecutive cases 
treated with sulfonamides, gave the fol- 
lowing results: of the 40 patients treated 
with sulfonamides, 37 died (92%); of 
the 16 treated with penicillin (with or 
ee without sulfonamides), 9 died (56%). 
Sweet, L. K.; Dumoff-Stanley, 
E.; Dowling, H. F., and Lep- 
per, M. H., J. A. M. A. 
127:263 (Feb. 3) 1945. 


fo 


An 8 year old boy, apparently near death 
with overwhelming meningococcemia, 
completely recovered with penicillin 
treatment after sulfadiazine had been 
used intravenously and orally for 2 days 
without result. When 5,000 units of 
penicillin every 2 hours for 2 days 
proved inadequate, dosage was in- 
creased to 10,000 units every 2 hours. 
After 2 days, dramatic improvement 
occurred. 

MacNeal, W. J., and Pease, M. C., 

Am. J. Dis. Child. 68:30 (July) 1944. 


A series of 71 cases of meningitis, of 
which 70 recovered, was treated with 
penicillin. Included were 65 patients 
with cerebrospinal fever (11 with bac- 
teremia), 3 with hemolytic streptococ- 
cus meningitis (1 with bacteremia and 
1 with acute otitis media), 2 with Strep- 
tococcus viridans bacteremia and men- 
ingitis, and 1 with pneumococcic men- 
ingitis. In general, continuous intra- 
venous drip (5,000 units per hour) was 
used for 8 hours, thereafter intramus- 
cular administration (15,000 units every 
4 hours, reduced to 10,000 as improve- 
ment occurred), 


Rosenberg, D. H., and Arling, P. A., 
J. A. M, A. 125:1011 (Aug. 12) 1944. 


The Penicillin-C.S.C. Therapeutic Reference Table shows the 
dosages, modes of administration, and duration of therapy 
recommended in the conditions in which penicillin is the recog- 
nized treatment. A copy of the Second Edition, revised as of 
March Ist, 1945, has been mailed to every physician. !f your 
copy has not been received, please notify us. 
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In meningitis, when penicillin is given intrathecally as 
well as systemically, the state of purification reached in 
Penicillin-C.S.C. is especially appreciated. In these over- 
whelming infections, any undue burden in the form of 
undesirable reactions may seriously diminish the patient’s 
chance for recovery. The reactions to penicillin, attrib- 
uted by many investigators to inadequate purification, 
are minimized when Penicillin-C.S.C. is used. 

Rigid laboratory control, and biologic as well as bac- 
teriologic assays safeguard the potency, sterility, nontox- 
icity, and pyrogen-freedom of Penicillin-C.S.C. The con- 
trol number on each package is the physician’s assurance 
that his confidence in Penicillin-C.S.C. is not misplaced. 

For this reason, and because its large production 
spells adequate supplies as needed, Penicillin-C. S. C. 
has been given preference in many of the country’s 
outstanding hospitals. 


PHARMACEUTICAL DIVISION 


(OMMERCIAL SOLVENTS 


Corporation 
17 East 42nd Street New York 17, N.Y. 


$90,000 oxroro si 


ACCEPTED 


REP 


Penicillin-C.S.C. stands accepted by the 
Council on Pharmacy and Chemistry of the 
American Medical Association. 
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BACTERIA 


More effective topical chemotherapy for both acute and chronic ear 
infections is now provided in the scientific formula of White’s Otomide: 


FORMULA: 

Carbamide (Urea) . 
Sulfanilamide ......... 
Chlorobutanol ... 


ACTION: Effectively antibacterial 
and analgesic; hypertonic, non- 
irritating. 

ADVANTAGES: 

1. Carbamide in association with 
sulfanilamide enhances antibac- 
terial activity, inhibits sulfona- 
mide-antagonists in purulent ex- 
udates. 


2. Chlorobutanol (therapeutically 
compatible with sulfonamides) 
provides effective local analgesia. 
3. The foul odor and discharge of 
purulent otorrhea are promptly 
overcome. 

INDICATIONS: 
Local prevention and treatment 
of acute and chronic bacterial 
infections of the middle ear and 
external auditory canal. 

@ White’s Otomide is available in 
dropper bottles of one-half fluid 
ounce (15 ce.)—on prescription 
only. 


| 
LABORATORIES. INC. 
NEWARK 2. 


| 
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Hepatic duct 
Hepatic artery 
Portal vein 


New Clinical Studies 
in Hepato-Biliary Dysfunction 


ce 
In a careful clinical study a was found to be most 
of more than 500 patients, effective clinically with those patients 
suffering from liver disease, primary 
or secondary. The specific conditions 
included hepatitis with and without jaundice, chronic cholecystitis with 
and without stone, cirrhosis, post-surgical biliary states, diabetes melli- 


the authors* report..... 


tus, Banti’s syndrome and chronic passive congestion of the liver... 


“The extract (Sorparin) was shown to improve glucose tolerance... 
in hepatic disease.” Dyspeptic symptoms were usually dispelled. 


““ ,.. the extract (Sorparin) was absorbed from the intestinal tract 


in the absence of bile. 


,.. no instances of toxicity . . . were found.” 


SORPARIN 


(Ext. Sorbus aucuparia McNeil) 


Supplied in tablets each containing 3 gr. *DeLor, C. J. and Means, J. W.: Clinical Stud- 
ies on the Berry of Sorbus Aucuparia, Rev. 


Sorparin. Bottles of 100, 500 and 1000. Gastroenterol., 11:319-327 (Sept-Oct) 1944. 


McNeil Labo ratortes 
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GREAT VARIABLES 
IN DIGITALIS THERAPY 


WITH 
1. THE VARIABLE OF POTENCY—Purodigin, the pure DIGITOXIN 
digitoxin, is a substance of constant, ever- WYETH 


uniform potency, administered by weight. 


2. THE VARIABLE OF ABSORPTION—Unlike other digi- 
talis preparations which are absorbed in vary- 
ing degree and require, orally, several times 
the intravenous dose, Purodigin is completely 
absorbed from the human intestinal tract.! 
Identical dosage, by mouth or vein, produces 
the same effect.? 


3. THE VARIABLE OF THE YEART—Since proper dos- 

age can be determined only by careful study 

of the requirements of each individual pa- PURODIGIN 

tient, no digitalis can overcome this variable. j arom 
Easier, more exact digitalization. 

However, the constant potency and complete 

absorption of Purodigin simplifies therapeu- =) conga J. Pharmacol. & Exper. Therap. 

tic control of heart function. 2. God, H.: J. Conn. M. Soc. 9:193 (March) 1945. 


“,.. FIRST IN THE CHOICE OF DIGITALIS MATERIALS FOR GENERAL THERAPEUTIC USE” 
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SULFANILAMIDE 


Hon 


iN THE 
LABORATORY 


ACETYLSULFANILAMIDE 
LESS TOXIC 
LESS EFFECTIVE i SULFACETIMIDE 
LESS TOXIC 
EFFECTIVENESS ENHANCED 


Acetylization of sulfanilamide in the preparation of suLAMYD 
(Sulfacetimide-Schering) differs essentially from that occurring 
within the liver and results not only in a compound of lower 
toxicity, but one, of enhanced therapeutic effectiveness. 


SULAMYD is a readily absorbed, easily excreted, rapidly acting 

bacteriostatic drug for the treatment of urinary tract infections, 

_ especially those due to B. coli, the organism which is most 
frequently responsible. 

St Y ie available in tablets of 0.5 Gm. (1.7 grains) tn bottles 

of 100 and 1,000; and as a powder in boitties of 

5.0 Gm. for the preparation of laboratory standards. 


SCHERING CORPORATION - BLOOMFIELD, NEW JERSEY 
Tredde:Mark SULAMYD Reg: U.S. Par. Of: Copyright 1945 by Schering Corporntion 
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An Announcement of Interest 


to Every Member of the Medical Profession 


“THE DOCTOR FIGHTS” 


Now on the Air Every Tuesday with a Distinguished Cast 


GAIN you will hear, brilliantly 
dramatized, recent outstand- 
ing achievements of physicians 
both overseas and on the home- 
front. The message brought by 
“THE DOCTOR FIGHTS” will 
make it a program of exceptional 
interest to you. 


Tuesday Evenings: CoLUMBIA BROADCASTING SYSTEM 
9:30 EWT ¢ 8:30 CWT ¢ 7:30 MWT © 6:30 PWT 


SCHENLEY LABORATORIES, INC. 


Producers of PENICILLIN SCHENLEY « Executive Offices: 350 FIFTH AVENUE, N. Y.C. 
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one are the days when hay fever vic- 

tims piled the family into the car at the 

first sneeze—and headed for pollen- 
free areas. 

This year the majority of the estimated 
3,000,000 hay fever sufferers will have to 
“sit tight and take it’’ when the pollen 
bombardment gets under way. 


—combining the sedative effects of pheno- 
barbital (% gr.) and the vasoconstrictor 
activity of racephedrine hydrochloride 
(% gr.) with the well known antiasthmatic 
value of Aminophyllin-Searle (1% grs.)— 
rationally and effectively controls the symp- 
toms of bronchial asthma and hay fever, 
with an absolute minimum of sidereactions. 

Amodrine permits your allergic patients 
to continue activities and obtain regular 
rest. 

In bottles of 100 and 1000 tablets, plain 
or enteric coated (the latter for delayed 
effect). 

G. D. SEARLE & Co., Chicago 80, II. 


Amodrine is the registered 
trademarkof G. D. Searle&Co, 


SERVICE 
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To attempt by sheer force to evacuate a constipated bowel may 
jeopardize the already precarious condition of hypertensive car- 
diac, tubercular and other patients on bed rest. 
Prophylaxis or sensible physiologic therapy of constipation 
.can do much to advance the well-being of such patients. This 
may be deftly accomplished with ‘AGAROL’* Emulsion, which, 
by replacement of moisture and mucin-like lubricating factors, 
and by effecting gentle stimulation of peristalsis aids in reestablish- 


ing the mechanism of normal evacuation. Trademark Reg. U.S. Pat. Of 


Emulsion of mineral oil and an 
agar-gel with phenolphthalein 


Wriuram R. Warner & Co., Inc., 113 West 181TH St., New York 11, N.Y. 
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NOW IN TWO SIZES 
6 and 12 fluidounces 


SOUTHERN MEDICAL JOURNAL 


PAT. OFF. 


PERISTALTIC 


In Diarhea 
KAOMAGMA 


REG. U.S. PAT. OFF. 


URING THE COMING MONTHS, changes in food and water, 

picnic lunches, flies, and other sources of bacterial 

contamination, will bring the usual high tide of summer 
diarrhea cases. 

Kaomacma is a most effective relief agent in diarrhea. 
Swiftly adsorbing toxic irritants and carrying them out of 
the intestines, KAoMAGMaA also coats and soothes the mucosa 
and quickly consolidates the stool. 

Providing these benefits without resort to opiates, Kao- 
MAGMA minimizes the loss of body fluids and nutrients, and 
achieves normal gastrointestinal calm more rapidly. 


CLEANSES + COATS + PROTECTS - CONSOLIDATES 


To Check Diarrhea from any Cause 


KAOMAGMA 


KAOLIN IN ALUMINA GEL 


WYETH INCORPORATED e PHILADELPHIA 3, PENNSYLVANIA 
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LYNORAL 


‘ROCHE - ORGANON 


(ETHINYL ESTRADIOL) 


Chat TMBLETS 


To provide your patients with estrogen therapy at its best, 
you can now prescribe LYNORAL ‘ROCHE-ORGANON’ which 
is ethinyl estradiol, “the most potent oral estrogen used up 
to the present time.”* You will find that LyNoraL, while 
far more potent than stilbestrol, has a smooth effect that 
is not likely to be marred by unpleasant side reactions such 
as often follow the use of artificial estrogens. Most patients 
are exceptionally well pleased with the effects of LYNORAL, 
and because of its surprisingly low cost, LYNORAL may be 
prescribed for practically every patient requiring estrogen 
therapy. LYNORAL is available in scored tablets containing 
0.05 mg of ethinyl estradiol, bottles of 30, 60, and 250. 


June 1945 


Oganon, ROCHE PARK...NUTLEY 10, N. J. 
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1 tablet contoins 0.05 mg. 
CAUTION To be ently by 
| ROCHE-ORGANON, inc. | ™ 
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DELIVERY ROOM 


asphyxia neonatorum 


OPERATING ROOM 
anesthetic and respiratory crises 


DOCTOR’S BAG 


emergencies in general practice 
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Visible Proof of 
Vacuum 


Visible proof that vacuum is present in each 
Vacoliter — proof thatthe contents are as 
pure, as sterile, as pyrogen-free as when 
they left the laboratory—is provided by the 
indentations in the rubber disc which seals 
the stopper...and corroborated by the 
audible intake of air as the disc is removed. 

Such safeguards, and Baxter's simple, 
convenient technique, contribute to a 
trouble-free parenteral program. No 
other method is used by so many hospitals. 

Manufactured by 
BAXTER LABORATORIES, INC. 


Distributed east of the Rockies by 
AMERICAN HOSPITAL SUPPLY 


Produced and distributed in the Eleven Western States by DON BAXTER, INC., Glendale, Calif,: 


CORPORATION 


CHICAGO e NEW YORK 


= 

2 | 
Glenview, Ilinols; Acton, Ontario; London, England 
@ 
: 
4 


Vol. 


38 No. 6 


As is commonly observed by phy- 
sicians, persons with one deficiency 
syndrome will likely have associated 
deficiency diseases, these deficiencies 
often being related to the vitamin B 
complex group. And, too, 


fatigued, listless patients with ill- 
defined symptoms involving nerves and 
general metabolism have been less of 
a problem since forceful vitamin B 
complex is readily available. Therefore, 
we suggest the physician’s versatile co- 
worker—vitamin B complex-Breon, in 
three convenient forms— 


SOUTHERN MEDICAL JOURNAL 


the clinical picture of hypovita- 
minosis is generally marked by an inad- 


. equate diet, because of reasons often 


uncontrollable, such as vitamin losses 
from excessive cooking, improper stor- 
age, transportation, point rationing, ani 
from high costs of food. However, 


In vials for vari- 
ous doses intra- 

muscularly. For 
use when rapid 
and certain ab- 
sorption is re 
quired. 


BECAPLETS 


compressed in the shape 
of capsules and sugar 
coated; from yeast pow- 
der fortified with thia- 
mine, riboflavin, pyri- 
doxine and nicotinamide. 


A liquid, potent and as 
palatable as a chocolate 
sundae. For easy admin- 
istration, especially in 
children. 


George A. Breon ¢. Company 
Pharmaceutical Chemists 


New York Atlanta 


KANSAS CITY 10, MO. 


Los Angeles Seattle 
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va In utilizing the synergistic actions of Calpurate, ephedrine and pheno- 
barbital—EPuRAL becomes a potent bronchodilator and sedative, signifi- 
cantly free from untoward central and cardiac side-effects. 


For symptomatic treatment of bronchial asthma, hay fever and allergic 
coryza, EPURAL offers the therapeutic advantage of providing prolonged 
bronchodilatation, and effecting safe sedation, which serves to counteract 
the natural tendency of ephedrine (when used alone) to stimulate the 
central nervous system. 


While EPuURAL may be safely administered over protracted periods, 
with freedom from gastric disturbances, it should be used with caution 
in hyperthyroidism, diabetes mellitus, and severe cardio-renal disease. 


FORMULA: Calpurate (calcium theobromine—calcium gluconate) . 4 gr. 

In bottles of 100, 500 and 1,000 tablets. 


For Safe, Symptomatic Relief of Allergic Respiratory Conditions 


THE MALTBIE CHEMICAL COMPANY, NEWARK, NEW JERSEY 
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the time, it has boon 


othe: 
y, however, are needlessly denied this pri 


Copyright, 1945. Orthe Products, Inc., Linden, New Jersey 
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For Normal LACTATION 


D AILY MILK PROTEIN secretion by the average lactat- 

ing mother is 13 to 18 grams (1). If the mother’s pro- 
tein intake is not sufficient, it is obvious that the milk supply 
will be inadequate. 


By supplementing the diet with AMINOIDS*, the physician 
provides the nursing mother with sufficient protein for normal 
lactation and for optimal maintenance of her own reserve. 


AMINOIDS is a protein hydrolysate containing the amino 
acids known to be in the source materials—beef, wheat, milk 
and yeast. Patients like it because it is pleasantly palatable and 
convenient to take in hot or cold liquids . . . milk, canned 
juices, broths, etc. 


One tablespoonful of AMINOIDS provides nitrogen equiva- 
lent to 4 grams of protein as hydrolysate. 


Aminoids 


REG. U.S. 
A PROTEIN HYDROLYSATE PRODUCT AMERICAN 


For Oral Administration 


Pads of practical recipes incorporating AMINOIDS available 
to physicians upon request. 


(1) De Lee, J. B., and Greenhill, J.. P., The Principles and Practice of Obstetrics (1943), pp. 317-319. 
*The name AMINOIDS is the registeted trade mark of The Arlington Chemical Company. 
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HEXESTROL 


(3, 4-di-p-hydroxypheny]-n-hexane) 


MERRELL 


ouncil 
and Chemistry 


orally effective estrogenic 
therapy with significantly 
less nausea 


Hexestrol-Merrell, a new synthetic estro- 
gen, produces the same clinical response as 
diethylstilbestrol, but has considerably less 
tendency to cause toxic side reactions. 


When adequate dosage (average 2 mg. 
daily) of Hexestrol-Merrell is employed, 
2 the incidence of nausea is only one-quarter 
to one-half that observed with diethyl- 
stilbestrol in therapeutically equivalent - 
dosage, and is of milder degree. 


Tablets of Hexestrol-Merrell are avail- 
able in three strengths, color indexed for 
positive identification and scored to permit 
further flexibility of dosage. 


@ 


White—0.2mg. Yellow—1.0 mg. 


Orange—3.0 mg. 


All three strengths are available at prescription 
pharmacies in bottles of 100 and 1000. 


CINCINNATI, U.S.A. 


«COUNCIL ACCEPTANCE... . 
; 
bad ke 
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MERRELL | 
THE WM. S$. MERRELL COMPANY 


SOUTHERN MEDICAL JOURNAL June 1945 


For Relief In 
PEPTIC ULCER, PYLOROSPASM, 
FLATULENCE,SPASTIC COLON 


BILIARY AND RENAL COLIC 


Mesopin is a selective antispasmodic whose ac- 


tion is especially directed toward the gastrointes- 


tinal tract. Its spasmolytic effect is similar to that of 


atropine, but without objectionable side actions. 


Mesopin with Phenobarbital is available for gas- 


“trointestinal disturbances associated with nervous 


instability. This formula combines both local and 


central action for the relief of pain due to spasm. 


ENDO 
MESOPIN 


Trademark 


Each tablet of Mesopin contains 2.5 mg. homatropine 
methyl bromide. Mesopin with Phenobarbital contains, in 
addition, 20 mg. phenobarbital. Mesopin and Mesopin 
with Phenobarbital are available in bottles of 20, 100, 
500, and 1000 tablets. 


ENDO PRODUCTS INC. 
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- AND THE SOURCE OF HALABEX WITH SYNTHETIC B-COMPLEX VITAMINS 


Synthetic B-complex vitamins are man- 


made, and only contain those known 


members which have been completely 


identified. 
HALABEX—Yeast Vitamine Tablets 


HALA 


(HARRIS)—containing vitamins wholly 


supplied by nature, provides every known 
and unidentified factor that exists in 
brewers’ yeast. HALABEX also contains 


essential amino acids and other nutrients. . 


Harris Vitamins are Never Promoted to the Public 


HEXA-HARRIS: Natural B-Complex Tablets, pre- 
pared from all vegetable material—2 daily. 


Harris 


(Division of Bristol-Myers Company) 
Tuckahoe 7, 


PRODUCERS OF VITAMINS 


FOR MEDICAL USE SINCE Peas | City 


2 


BIOGELS: A, D, Bi, Bz, Niacinamide and C gela- 
tin tablets—1 daily. 


HARRIS LABORATORIES 

Tuckahoe 7, N. Y. Dept. 3 
Kindly forward complimentary package of HALABEX 
—Yeast Vitamine Tablets (HARRIS)—and infor- 
mation on other HARRIS Vitamin Preparations. 
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LABORATORY, OFFICE OR PATIENT REQUIREMENTS 


CLINITEST 


The Easy Tablet—No Heating—Urine-Sugar Test 


1. For Your Office —Clinitest Laboratory Outfit (No. 2108) 


Includes—Tablets for 180 tests, test tubes, rack, droppers, color 
scale, instructions. Additional tablets can be purchased as required. 


2. For Your Patients—Clinitest Plastic Pocket-Size Set (No. 2106) 
Includes—All essentials for testing—in a small, durable, 
pocket-size case of Tenite plastic. 


CLINITEST 


SAVES TIME, LABOR, EXPENSE 


Write for complete information on the Clinitest 
Tablet Method and for Reprint. Order today 
from your local supplier. 


3 AMES COMPANY, Inc. « Elkhart, Indiana 
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THE FEEDING TESTS 


All B vitamin factors have not been separated. For this reason McCollum called vitamin 
B a “complex.” 


The Original Bi and Be 


The first main subdivisions were the heat lable factor named Bi, and the heat stable factor 
named Be. These ‘in turn, have been subdivided into other factors. 


Thiamin Not All of Bi 
Riboflavin Not All of BeG 


Thiamin is but a part of, and not “synonymous” with Bi; Riboflavin but a part of BeG. 
These parts and others have been separated, synthesized and are produced with very very 
high units. Appropriating the previous nomenclature “Bi” and “BeG,” they are, with Niacin, 
held forth as the only recognized “essentials” of vitamin B. The original Bi and Bz fed together, 
gave the vitamin B independent growth factor. Thiamin and Riboflavin with Niacin, in an 
otherwise complete diet, but lacking in vitamin B neither sustain life nor give growth. 


Some growth has been had with a combination of these with other separated parts. But 
there has not been successful reproduction and litter rearing. 


Feeding Test Only Sure Test 


The animal feeding test, in a diet other- 
wise complete but vitamin B deficient is as yet 
the only way to know if a product contains the 
whole of the needed B vitamins. The photo- 
graph of a mother and three of her litter was 
had with 5% Vitamin Food Company’s Brew- 
ers Yeast as the only B vitamins—raised to 
714% for rearing the litter. 


Samples sent to physicians and hospitals 


VITAMIN FOOD COMPANY, INC. 


Vitamin Research Laboratories, Inc. 


187 Sylvan Avenue Newark 4, N. J. 
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The NEW TREND in INFANT DIET SUPPLEMENTS 


... Provides ALL Needed Vitamins 


VI-SYNERAL VITAMIN DROPS 


meet the requirements of today’s strong trend in supplementing 
the infant's diet with... 


MORE THAN A ana D ALONE! 


Milk, at its best, may fall short of optimal levels 
of vitamin C, thiamine, niacin, vitamin D, and 
possibly vitamin A. Jeans! finds that most 
infants, whether fed human or cow’s milk, 
can benefit from supplemental vitamins 
C, D, B,, niacin and possibly other B 
complex factors. me 


Well tolerated, contains no alcohol, mixes well with 

milk, formulas, fruit juices, cereals, without affecting 

Sample and literature their flavor: no fishy taste or odor... low daily cost. 
upon request 1 Jeans, P.C. : J. A. M. A. 120:913, 1942. 


U.S. VITAMIN CORPORATION « 250 East 43rd Street, New York 17, N.Y. 
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S. N. BRINSON, M.D. WALTER R. WALLACE 
Medical Director Business Manager 


THE WALLACE SANITARIUM 


For over thirty years in successful operation; just eight miles from the heart of the city, in a quiet suburb, occupy- 
ing sixteen acres of beautiful grounds, this Sanitarium is especially equipped for the treatment of drug addiction, 
alcoholism, nervous, and mental disorders, the care of patients requiring metrazol and insulin therapy and is ideal 
for convalescents. 


TENNESSEE 


THE NEW YORK POLYCLINIC 
MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 
(The Pioneer Post-Graduate Medical Institution in America) 


Plastic Reparative 
FOR THE Surgery 


method of correction; the properties of various or- 
ders of skin grafts and variance in their application; 


bone, cartilage and nerve grafts; read justments and 
Intensive full time instruction in those sub- replacements; fresh wound tr tn pe ative 
: : care; proc ures; wound clos- 
jects which are of particular interest to the ing ond 
physician in general practice. The course problems; keloids. The course covers the field of 

oh correction of disfigurements and replacement of trau- 
covers all branches of Medicine and Surgery. matic loss and congenital deficiency. Exposition of 


cases, lectures and cadaver demonstrations. 


FOR INFORMATION ADDRESS 
MEDICAL EXECUTIVE OFFICER, 345 West 50th Street, NEW YORK 19, N.Y. 
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ALLEN’S INVALID HOME 


Established 1890 


© the treatment of 
NERVOUS MENT. ‘AL DISEASES 


Grounds 600 Acres — Buildings Brick, Fireproof — 
Comfortable — Convenient — Site High and Healthful 


E. W. ALLEN, M.D., Department for Men 
H. D. ALLEN, M.D., Department for Women 
erms Reasonable 


MILLEDGEVILLE, GA. 


St. Elizabeth’s Hospital 
Richmond, Virginia 


STAFF 
J. Shelton Horsley, M.D., Surgery and Gynecology 
Guy bs Horsley, M.D., General Surgery and Proc- 
tology 
Leroy Smith, M.D., General Surgery 
Douglas G. "Chapman, M.D., Internal Medicine 
Austin I. Dodson, M.D., Urology 
Charles M. Nelson, M.D., Urology 
hag: M. Hodges, M.D., Roentgenology 
O. Snead, M.D., Roentgenology 
A. Berger, MD., Roentgenology 
Helen Lorraine, Medical Illustration 


Visiting Staff 
Wm. H. Higgins, M.D., Internal Medicine 
W. K. Dix, M.D., Internal Medicine 
James P. Baker, Jr., M.D., Internal Medicine 
Harry J. Warthen, Jr., MD., Surgery 
Marshall P. Gordon, Jr., M.D., Urology 
Howell F. Shannon, D.M.D., Dental Surgery 


Administration 
N. E. PATE, Business Manager 
The operating rooms and all of the front bedrooms 
are p air 


School of Nursing 
The School of Nursing is affiliated with Johns 
Hopkins Hospital School of Nursing in Baltimore 
for a three months’ course each in Pediatrics and 
Obstetrics. 


Address: Director of Nursing Education 


McGulIRE CLINIC 


ST. LUKE’S HOSPITAL 


Richmond, Virginia 
. . Medical and Surgical Staff. . . 


General Medicine: Urology: Obstetrics: : 
James H. Smith, M.D. Austin I. Dodson, M.D. H. C. Spalding, M.D. 
Hunter H. McGuire, M.D. Charles M. Nelson, M.D. W. Hughes Evans, M.D. 
Margaret Nolting, M.D. James M. Whitfield, M.D. 
John P. Lynch, M.D. Otolaryngology: a 
a Thomas E. Hughes, M.D. J. Lloyd Tabb, M.D. 
Dental Surgery: 


William Tate Graham, M.D. General Surgery: 
Stuart McGuire, M.D. 


James T. Tucker, M.D. 


John Bell Williams, D.D.S. 
Guy R. Harrison, D.D.S. 


June 1945 


Pathology: 
J. H. Scherer, M.D. 


W. Lowndes Peple, M.D. 


Webster P. Barnes, M.D. 


John H. Reed, Jr., M.D 


Ophthalmology: 
Fraricis H. Lee, M.D. 
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Saint Albans Sanatorium 
RADFORD, VIRGINIA 


A modern, ethical institution, fully equipped for the diagnosis, care and treatment of 
nervous and mental diseases and selected addiction cases. 2,000 feet elevation. Rates 
reasonable. Occupational and Hydrotherapy Departments. 


DR. SHERWOOD DIX DR. J. P. KING (on teave to USNR) DR. J. K. MORROW 


MEMPHIS, TENNESSEE, Route 6, Box 288 
For the Diagnosis and T tt of Menta! and Nervous Disorders 
Located on the Raleigh-La Grange Road, five miles east of the city limits. Accessible to U.S. 70 (the Bristol High- 
way). 53% acres of wooded land and rolling fields. Equipment new and modern, including the latest equipment for 
electro-shock, physical and hydrotherapy. Special emphasis is laid upon occupational and recreational therapy under 
e@ supervision of a trained therapist. An adequate nursing personnel gives individual attention to each patient. 
Cc. C. TURNER, M.D., F.A.C.P., Neuropsychiatrist 
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Tue effectiveness of 


Mercurochrome has been demon- 
strated by more than twenty years 
of extensive clinical use. For pro- 


fessional convenience © Mercuro- 


chrome is supplied in four forms— (H. W. & D. brand of merbromin, 
dibromoxymercurifluorescein-sodium) 


Aqueous Solution in Applicator 


; Bottles for the treatment of minor tions may be dispensed quickly 
i and at low cost. Stock solutions 


wounds, Surgical Solution for pre- 
operative skin disinfection, Tablets Mercurochrome is antiseptic and 
relatively non-irritating and non- 


and Powder from which solutions 
toxic in wounds. 


Complete literature will be fur- 


readily be prepared. nished on request. 


HYNSON, WESTCOTT & DUNNING, INC. 


macy and Chemistry of the American 


Medical Association. 
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A NEW APPROACH TO BASIC 
SUPPORTIVE THERAPY IN 
ROCKY MOUNTAIN 
SPOTTED FEVER* 


By GeorcE T. Harrett, M.D., 
A. Wotrr, Pu.D., 


and 
WILLIAM VENNING, M.D. 
Winston-Salem, North Carolina 


Scant attention has been paid to the profound 
alterations which Rocky Mountain spotted fever 
produces in various functions of the body. In 
the past, emphasis properly has been placed on 
the study of the disease. as an infection. Ex- 
tensive research has been done on the recovery 
of the organism, on the immunology of the dis- 
ease, on the preparation of vaccines and hyper- 
immune serum, and on the use of chemothera- 
peutic agents to reduce the number of organisms. 
Since the disease is sporadic and cases are 
widely scattered, there has been little oppor- 
tunity for a long term study of the physiologic 
changes. We propose that some attention should 
now be paid to the sick patient. 


A small group of cases has been studied in- 
tensively over a period of three seasons (the 
season for Rocky Mountain spotted fever in 
North Carolina extends from May to October) 
by the Departments of Medicine and Pediatrics, 
and the Clinical Chemical Laboratory. Most 
of these patients were acutely or critically ill, 
since only severe cases are usually sent to a 


*Read in Section on Medicine, Southern Medical Association, 
Thirty-Eighth Annual Meeting, St. Louis, Missouri, November 
13-16, 1944, 

*From the Departments of Medicine, Pathology, and Pediatrics 
of the Bowman Gray School of Medicine of Wake Forest College 
and the North Carolina Baptist Hospital, Winston-Salem, N. C. 


medical center or teaching hospital. Illustrative 
case reports from this group of patients have : 
been published in detail elsewhere.' 

The group has been too small for statistical 
analysis of mortality rates. However, we believe 
that the understanding and application of the 
principles of therapy evolved from our study of 
these cases will result in the saving of lives. 


REASONS FOR FAILURE OF SPECIFIC THERAPY 


Studies of the pathology of the disease show 
that the Rickettsiae settle intranuclearly in cells 
of the vascular endothelium and, in severe cases, 
in smooth muscle cells of the walls of blood 
vessels. This intranuclear position is of great 
importance in the therapy of the disease, for 
after the parasite has become established inside 
the cell no chemotherapeutic agent available at 
present can reach it. Penicillin and sulfonamides 
do not readily pass through cell membranes, and 
to reach the nucleus a drug must pass through 
two membranes. Globulin molecules of the new 
hyperimmune antiserum would have no greater 
chance of reaching the nucleus than would one 
of these chemical agents. Specific therapy, there- 
fore, must be directed toward inactivation of the 
organisms during the stage of invasion before 
a critical number of cells have been parasitized. 
After this stage specific therapy is ineffective. 

The rash, which is the diagnostic feature of 
the early course of the disease, results from 
vascular necrosis and thrombosis and from the 
extravasation of red blood cells. To be effec- 
tive, specific therapy must be instituted within 
three days after the rash appears. The only 
known diagnostic test applicable during this 
siage—the production of the disease in guinea 
pigs inoculated with the patient’s blood—re- 
quires five to twenty-four days. For that reason, 
the diagnosis rarely is made early enough for 
specific therapy to be valuable. In our experience 
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to date, no cases have been seen early enough 
for the institution of specific therapy. 


BASIS FOR SUPPORTIVE THERAPY 


Pathologic Anatomy.—Our reasoning has been 
based on the pathology of the disease. The 
anatomical pathology which has been known 
since the disease first was described, is vascular 
damage, resulting in necrosis of arterial walls 
and thrombosis. That alterations in the cir- 
culation should follow and lead to disturbances 
in fluid balance has not been sufficiently 
appreciated. 


Pathologic Physiology.—Not all vascular dam- 
age is reflected by anatomic changes which can 
be seen under the microscope. Severe functional 
damage not demonstrable by the available ana- 
tomic methods may be present. The pathologic 
alterations in physiology may be great, while 
pathologic alterations in anatomy are small. An 
example of this statement is the condition of the 
vascular tree following burns; in fact, the fa- 
miliar pathologic physiology of burns is quite 
comparable to that of Rocky Mountain spotted 
fever. 

In the normal vascular bed plasma will not 
pass through cell membranes, but water and 
crystalloids, such as chlorides or urea, will pass 
freely both ways. In a severely burned patient, 
whose capillaries at a distance from the site of 
the local lesion are damaged, the permeability 
of the vessels is altered by toxins, and protein 
molecules leak out into the tissues. As crystal- 
loids also pass out, they are held outside the 
blood vessels by the protein molecules and the 
plasma volume thus is reduced, although the 
number of circulating red blood cells may re- 
main exactly the same. This condition is re- 
flected by a rise in the hematocrit. If such a 
patient is treated with saline or glucose, addi- 
tional plasma may be washed out and the cir- 
culating plasma protein may be reduced: suf- 
ficiently to alter further osmotic equilibrium and 
allow more crystalloids to remain outside the 
blood vessels; this vicious cycle leads to shock. 
If transfusions of plasma are given, the osmotic 
pressure relationship across the membrane is 
maintained and the crystalloids will be re- 
absorbed into the blood vessels. 


These same principles apply to the supportive 
therapy of patients with Rocky Mountain spotted 
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fever, which was worked out by observation of 
the clinical course of severely ill patients. The 
fluids and food which these patients take by 
mouth may be inadequate. The decrease in fluid 
intake and urinary output, plus the loss of fluid 
by sweating, which may be aggravated by the 
administration of aspirin, will frequently lead 
to prerenal azotemia, with nonprotein nitrogen 
values of 70-90 mg. per 100 c. c. At the same 
time the chlorides may be reduced to 75-85 milli- 
equivalents. These alterations have been found 
in both adults and children. This degree of dis- 
turbance in the blood chemistry demands vig- 
orous attack, but the statement is repeatedly 
found in the literature that the administration 
of intravenous fluids, particularly glucose and 
saline, to patients with Rocky Mountain spotted 
fever is harmful. In patients with prerenal 
azotemia and hypochloridemia, glucose and saline 
would ordinarily be the fluids preferred. The 
administration of these to the first patients 
studied resulted in prompt return to normal of 
the blood chemical values. Clinically the pa- 
tients became worse, however; they began to 
develop edema, and at the same time the blood 
pressure fell to shock levels. It was then recog- 
nized that the circulating blood volume was 
not being maintained; and the serum proteins 
were found to be below edema level. Protein 
replacement therapy in the form of whole blood 
and plasma led to a sufficient increase in intra- 
vascular osmotic pressure to allow the adminis- 
tration of crystalloids. Not all the replaced 
protein was retained in the blood stream, but a 
sufficient amount was given to insure the safety 
of subsequent crystalloid administration. 


Liver damage has been recognized as part of 
the anatomic pathology of Rocky Mountain 
spotted fever almost since the disease has been 
known. The extent of functional liver damage, 
however, has not been appreciated. Frequently 
the icterus index is not markedly altered, but 
this test measures only one function of the liver: 
its ability to excrete pigment. The hippuric acid 
excretion is markedly decreased. The degree of 
impairment of liver function parallels closely the 
severity of the disease as observed clinically. 
Liver function may be unaltered in mild cases. 
Serial studies show that the impairment may 
persist well into the fifth week, but is reversible 
with convalescence. For this reason, it may 
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be necessary to continue protein replacement 
therapy well into convalescence. The adminis- 
tration of amino acids alone will not raise the 
blood proteins in the presence of liver damage, 
since the ability of the liver to synthesize protein 
may be diminished. 

Renal function, as meas- 
ured by urea clearance 
studies, may show mod- 
erately severe degrees of 
damage, but these have 
not closely paralleled the 
clinical severity of the 
disease. In severe cases 
the amount of nitrogen ex- 
creted in the urine may 
be increased several times 
over the intake. Details 
of serial liver function 
studies, kidney function 
studies, and nitrogen ex- 
cretion studies will not 
be reported here. These 
studies seem to indicate 
a widespread disturbance 
of the protein metabolism 
which is further confirmed 
by serial determinations 
of the albumin and globu- 
lin ratio. 


VASCULAR 


PRINCIPLES OF 
INTRAVENOUS THERAPY 


The mechanism by 
which the changes in cir- 
culation and fluid bal- 
ance occur is illustrated 
in the accompanying chart 
(Fig. 1). The aggrava- 
tion of the condition by 
improperly chosen therapy 
and its correction by wise- 
ly selected supportive 
measures are explained. 

It should be stressed 
that the plasma is ad- 
ministered not for the im- 
mune bodies it may con- 
tain, but to support the 
circulation and to main- 
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tain nutrition. When the blood pressure is 
approaching the shock level and edema is 
developing, the response to plasma may be 
dramatic. The ability of the kidney to excrete 
nitrogenous products will be increased by the 
support of the circulation, and a diuresis, with 


Fig. 1 


PHYSIOLOGY OF FLUID BALANCE 


The top diagram illustrates the normal extra-vascular crystalloid circulation. 
Pressure on the arterial side of the capillary bed (on the left) forces fluid out into 
interstitial spaces. The fluid is reabsorbed on the venous side (on the right) by colloid 
attraction of intravascular proteins. 


The second diagram illustrates the loss of integrity of the vascular wall from 
necrosis caused by rickettsial damage. Extravasation of erythrocytes produces rash. 

The third diagram illustrates the loss of additional protein from the blood 
stream as a result of treatment by crystalloids. The crystalloids are then held outside 
the vascular tree by the protein which has been washed out. 

The bottom diagram illustrates the reabsorption of crystalloid from the interstitial 
spaces by plasma introduced into the vascular tree; the intrav.. lar osmotic pressure 
is thus raised above that of the proteins still remaining outside vessels. 
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reduction in edema, may rapidly occur. In some 
cases the edema may also involve the lungs. 
Protein-containing edema fluid furnishes an ex- 
cellent culture medium for bacteria. In many 
instances pulmonary edema precedes the de- 
velopment of pneumonia, which has proven to be 
a very frequent fatal complication of Rocky 
Mountain spotted fever, particularly in older 
age groups. 

The amount of fluids necessary may be tre- 
mendous. We have administered as much as 
2800 c. c. of whole blood and plasma in a period 
of ten days to a 2-year-old child weighing 11.7 
kg., and 2500 c. c. of plasma in thirty-six hours 
to a 15-year-old boy. In comatose patients, in 
whom adequate fluid and food intake may be 
insured by continuous duodenal intubation, 
parenteral fluids may be necessary only at first 
to correct the elevated nonprotein nitrogen and 
low blood chlorides. If additional blood and 
plasma are needed, however, they must still be 
administered parenterally. 


CONTROL OF INTRAVENOUS THERAPY 


The type and quantity of parenteral therapy 
given should be governed by clinical judgment 
and by careful laboratory control. The pro- 
cedures necessary are within the facilities of the 
average small hospital. Any laboratory which 
can do nonprotein nitrogen and chloride de- 
terminations, measure total serum proteins by 
the Kjeldahl, falling drop, or copper sulfate 
method, examine the urine, and, in children, de- 
termine the carbon dioxide combining power of 
the blood can adequately and intelligently con- 
trol therapy. The efficacy of supportive treat- 
ment should be checked by repeated laboratory 
determinations. The total serum proteins can 
be determined several times daily by the avail- 
able simple methods without undue strain on 
laboratory facilities. 


FAILURE OF INTRAVENOUS THERAPY 


In some cases which have been studied close~ 


adherence to these principles has resulted in 
failure. Since the Rickettsias cannot be at- 
tacked directly by chemotherapeutic agents or 
immune antibodies, except during the stage of 
invasion, the degree of infection is sometimes 
overwhelming. This is particularly true early 
in the course of the disease. It is also possible 
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for vascular damage to be so great that repair 
is not instituted, even though the patient is 
supported for several weeks. Plasma may con- 
tinue to leak out of the damaged vessels and to 
accumulate in serous cavities. We have seen 
instances of each of these types of failure and 
have demonstrated the mechanism at autopsy. 
In the long run the patient must still heal him- 
self. No supportive therapy will be helpful un- 
less the patient’s powers of repair are capable 
of overcoming damage. 


SUGGESTIONS FOR FURTHER STUDIES 


Studies of Rocky Mountain spotted fever 
should be carried on in various clinics. Since 
the disease is sporadic and is of variable mor- 
tality, the efficacy of any form of therapy can 
be determined only by the accumulation of a 
large amount of data over a period of several 
years. Similar studies may be done with typhus 
fever and other Rickettsial diseases. We have 
had some opportunity to observe patients with 
endemic typhus, although this disease in the 
Southern states is relatively mild and is rarely 
fatal. The changes in pathologic physiology are 
qualitatively similar to those in Rocky Mountain 
spotted fever, but quantitatively much less se- 
vere; hence therapy need not be so vigorously 
pushed. Alterations similar to those occurring 
in Rocky Mountain spotted fever recently have 
been reported in epidemic typhus fever.” 


We do not claim that strict adherence to the 
principles described here will result in the cure of 
all patients with Rocky Mountain spotted fever. 
The recognition of abnormalities of function 
which can be corrected by proper therapy will 
result in the shortening of convalescence and 
the saving of lives. 
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DISCUSSION (Abstract) 


Dr. Norman H. Topping, Bethesda, Md.—It was quite 
obvious from the charts that the cases Dr. Harrell saw 
were advanced. Some of them came into the hospital 
the tenth or twelfth day of their illness. The majority 
of deaths from Rocky Mountain spotted fever occur 
before this time. 


Many of. the things that Dr. Harrell has demon- 
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strated as changes in the physiological fluid balances 
of the body, I-think can be prevented. As he said, cases 
they saw in the hospital are serious. Otherwise, they 
would not have gone to the hospital. In many cases 
these changes could have been prevented, before they 
were hospitalized by the practicing physicians if the 
patient had been properly cared for in the home. If, for 
instance, adequate fluids and high protein diet were 
given to these patients before they were hospitalized, 
during the early course of their illness, some of these 
changes would not have occurred. 

Dr. Harrell has said that the conditions of spotted 
fever, as far as the fluid balances are concerned, are 
analogous to those of burns. There is one thing, to take 
into account, and that is that in burns, or in shock, 
after the fluid balances are brought back into their 
proper relation, the capillaries and the arteries are not 
permanently damaged. As soon as the fluid balances come 
back, the venous, and the arterial systems are all right, 
for the changes are not irreversible. But in Rocky 
Mountain spotted fever, the necrosis of the endothelial 
cells, the damage in the arterial bed, is such that even 
though the fluid balances are brought back by means 
such as Dr. Harrell has described, there are still lesions 
there and as he said, frequently, no matter how much 
plasma is given, there will be leakage into the tissue. 
This may be a danger. 

I think that we must take some of these things into 
account and I would like to make the same plea that 
Dr. Harrell has, if some of these procedures are em- 
ployed, they be done very cautiously because they may 
be of danger, and after all Dr. Harrell has treated a 
relatively small number of cases. 


Dr. Robert B. Lawson, Winston-Salem, N. C.—I have 
been. interested in watching these patients from the 
pediatric standpoint; since most of them have been 
admitted on the pediatric service. We have been led to 
believe, by the text books and by much of the writing 
on the subject, that Rocky Mountain spotted fever. is 
a relatively mild disease in children. I do not feel that 
this is true at all; for not only have many of these cases 
been dreadfully ill as you have seen, but also many other 
cases, which we have seen or heard about in going 
around North Carolina, have been very ill. 


It was interesting to me to hear one of the men from 
Virginia mention that the mortality in children was in 
the neighborhood of 30 per cent in their vicinity although 
they feel that.it may be somewhat less now. I feel that 
one must consider these children dangerously ill rather 
than consider the disease a mild one as many people 
now do. 


The children who were described, particularly the 
small, two-year-old child, and also the fifteen-year-old 
boy, were dreadfully ill. They were in the hospital at 
about the time that the deaths from Rocky Mountain 
spotted fever usually occur. And after looking at these 
children, who were in complete peripheral circulatory 
collapse, it was almost impossible to believe they would 
Survive. With the supportive therapy, however, they 
were able to hang on long enough for restoration of the 
capillary integrity. 
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Eventually, we will have a means of direct attack 
upon the virus. But at the present time, severe cases 
must be treated with parenteral therapy according to 
the indications by laboratory examinations. 


Dr. Harrell (closing)—In answer to Dr. Topping’s 
inquiry, none of the patients were seen before the 
fourth day of rash. Most of them were admitted between 
the fourth and eighth days of rash, usually in a critical 
condition. 

The blood pressure usually reached the lowest levels 
between the twelfth or fourteenth days. This seemed 
to be a critical period. 

We have attempted in these cases to maintain adequate 
fluid and food intake by mouth but have been un- 
successful in doing so. One patient took approximately 


- 3500 c. c. of fluids daily by mouth, in addition to a 


high protein diet. This was inadequate to prevent 
the development of abnormalities in blood chemical 
levels. We then resorted to the use of supplementary 
parenteral fluid. In comatose patients, it was impossible 
to maintain adequate nutrition by mouth; constant 
duodenal intubation had to be instituted. 


In shock following burns or trauma, it is recognized 
that a state sometimes occurs in which, regardless of 
therapy, the arterial and capillary beds do not resume 
their normal tone and the patient does not recover. 
This irreversible shock, or peripheral circulatory collapse, 
probably occurs also in many infections. 


CHEMOTHERAPEUTIC STUDIES IN 
RICKETTSIAL AND VIRUS 
DISEASES 


By Henry M.D. 
Saint Louis, Missouri 


During the past ten years the successful chemo- 
therapy of many bacterial infections has been 
achieved. In addition to the sulfonamides and 
penicillin, a large number of fo and un- 
related antibiotic agents are ;Being actively 
studied. Many of these are at present unsatis- 
factory because of their high toxicity for man, 
but it is a reasonable assumption that new 
and better agents will be found in the future. 


In general it may be said that these agents do 
not kill bacteria, but merely interfere with their 
metabolism in such a way that they are unable 
to reproduce. The sulfonamides are believed to 
act by linking up with an enzyme system which 


*Read in General Clinical Session, St. Louis Day, Southern 
Medical Association, Thirty-Eighth Annual Meeting, St. Louis, 
Missouri, November 13-16, 1944. 

*From the St. Louis University School of Medicine. 
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normally is used for an essential bacterial meta- 
bolite, para-aminobenzoic acid. It has also been 
suggested that the effect of the sulfonamides may 
depend upon their ability to inhibit catalase 
activity, thus allowing hydrogen peroxide to 
accumulate. 


In contrast to the dramatic results obtained 
with the sulfonamides and penicillin in a wide 
variety of bacterial infections, diseases of viral 
and rickettsial nature, with very few exceptions, 
have proven resistant or have even been ad- 
versely affected by these chemical agents. The 
explanation of this fact undoubtedly is to be 


on the one hand and viruses and rickettsiae on 
the other. Bacteria grow in tissue fluids and 
contain all enzymes necessary for their own in- 
dependent metabolism. Viruses and rickettsiae 
grow inside of the body cells, and are partially 
or in some instances completely dependent upon 
the enzyme systems of these body cells. By 
their intracellular location, they may be protected 
mechanically from chemotherapeutic agents. 
Their complex inter-relationship with intra- 
cellular enzyme systems may also render them 
invulnerable to the action of certain bacterio- 
static agents. In any case, it is clear that chemo- 
therapeutic studies of intracellular parasites (in- 
cluding viruses and rickettsiae) are complicated 
by several factors which do not enter the pic- 
ture in studies which are concerned with free- 
living bacteria. 


For the past two years, we have been attempt- 


be effective against rickettsial and viral diseases. 
Most of this work has been done with typhus 
rickettsiae, which are readily grown in the ento- 
dermal cells lining the yolk sacs of fertile eggs. 
As many as 250 eggs can be handled readily 
in a single experiment, by using an automatic 
injection apparatus of our own design. The 
agents to be tested are injected into the yolk sac 
before or after the injection of rickettsiae. Agents 
which are found to inhibit rickettsial growth are 
next tried in mice infected with experimental 
typhus. 

In experimental typhus fever in guinea pigs, 
the sulfa drugs have been shown to be chemo- 
therapeutically ineffective and even detrimental. 
Our first chemotherapeutic success was obtained 
with penicillin. This agent was found to inhibit 
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rickettsial growth in the yolk sac,? and later 
we found that, if given in large doses, starting 
within 48 hours after the injection of rickettsiae, 
penicillin had a strongly positive chemothera- 
peutic effect in typhus infected mice.* 

In the hope of finding a substance which would 
increase the effectiveness of penicillin, we tried 
para-aminobenzoic acid, which had been found 
by Ungar‘ to enhance the bacteriostatic action 
of penicillin. To our surprise, we found that 
para-aminobenzoic acid by itself inhibited rick- 
ettsial growth in the yolk sac so effectively that 
the experiment was worthless for its original 
purpose. By adding para-aminobenzoic acid to 
the diet of typhus infected mice, illness was com- 
pletely prevented, while all control mice, on the 
same diet but without para-aminobenzoic acid, 
died of typhus infection. As our paper describ- 
ing these results was going to press,® we learned 
that Snyder, Maier and Anderson, in confidential 
reports® had previously described favorable 
chemotherapeutic results with para-aminobenzoic 
acid in typhus-infected mice. In the Journal of 
the American Medical Association for October 7, 
1944, favorable therapeutic effects in human 
typhus fever were described for the first time 
by Yeomans, Snyder, Murray, Zarafonetis, and 
Ecke.* 

Penicillin has not been tried in parallel series 
with para-aminobenzoic acid, and until this ex- 
periment has been carried out it would be unwise 
to draw any conclusions regarding the relative 
merits of these two rickettsiostatic agents. As 
the above authors point out, however, penicillin 
is the agent of choice in the bacterial complica- 
tions of typhus. 

It is well known that para-aminobenzoic acid 
neutralizes the bacteriostatic action of the sul- 
fonamides. By itself, para-aminobenzoic acid 
is not bacteriostatic unless present in very high 
concentrations. Rickettsiae exposed directly to 
para-aminobenzoic acid, even in concentrations 
as high as 1:3000, are not killed. It therefore 
seems probable that para-aminobenzoic acid ex- 
erts its effect by altering the metabolism of the 
cells, so that their cytoplasm becomes a less 
favorable medium for rickettsial growth. 

Doctor Bessey and I, in 1939, found that ribo- 
flavin deficiency, even of a moderate degree, 
caused marked loss of resistance to murine typhus 
infection in rats. Many agents classed as vita- 
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mins and perhaps all so-called vitamins form 
essential components of enzyme systems which 
have to do with intracellular metabolism. Ribo- 
flavin is known to form the prosthetic group of 
the yellow respiratory enzyme. In riboflavin de- 
ficient rats, cellular respiration is impaired, and 
the cell cytoplasm becomes more favorable for 
rickettsial growth. In such deficient rats which 
are about to die from typhus infection, the ad- 
ministration of riboflavin exerts a prompt and 
striking chemotherapeutic action.® 

Para-aminobenzoic acid is regarded by some 
workers as a member of the B group of vitamins, 
but its precise mode of action is not known. It 
is readily conceivable that its therapeutic action 
in typhus may be the result of its stimulating 
effect on cellular metabolism. 


It should be emphasized that the use of para- 
aminobenzoic acid as a therapeutic agent, is in 
the experimental stages. Its toxic effects have 
not been completely studied. It may or may not 
be found effective in other rickettsial diseases 
and in certain viral diseases. There is experi- 
mental evidence which suggests strongly that 
agents which alter the intracellular metabolism 


in such a way as to have an inhibitory effect on - 


one intracellular parasite may have a stimulating 
effect on another. Rickettsiae multiply best in 
cells which are metabolizing slowly, while certain 
of the smaller viruses multiply best in actively 
metabolizing cells.1° Riboflavin deficiency, which 
interferes with cellular respiration, lowers re- 
sistance to typhus® but increases resistance to 
experimental poliomyelitis infection in mice.1? 
Similarly thiamin deficiency which lowers re- 
sistance to psittacosis,! increases resistance to 
experimental poliomyelitis.1* From this work, 
it seems justifiable to draw the tentaive conclu- 
sion that agents which stimulate intracellular 
metabolism are likely to have a favorable effect 
on diseases caused by rickettsiae and certain of 
the larger viruses, but may have an unfavorable 
effect on diseases caused by certain of the smaller 
viruses. 


Obviously, then, it is necessary to learn more 
about individual intracellular enzyme systems, 
and to discover methods for selectively stimulat- 
ing or inhibiting the action of each of these sys- 
tems. When such information has been acquired, 
it is reasonable to assume that we may be able 
to create, at will, intracellular conditions which 
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are unfavorable for the intracellular multiplica- 
tion of any type of rickettsia or virus. Whether 
or not a virus-like factor is involved in the 
etiology of cancer, a similar process of selective 
enzymatic inhibition seems to offer promise for 
the future control of malignant disease. 
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PANCREATITIS* 
AN ANALYSIS OF TWENTY-TWO CASES 


By WincateE M. Jounson, M.D. 
and 
O. T. Davis, M.D. 
Winston-Salem, North Carolina 


Although the literature on pancreatitis has 
increased rapidly since Elman,! of Saint Louis, 
called attention to the frequency of pancreatic 
edema, and to the certainty with which it can 
be diagnosed by the elevated serum amylase, 
this condition is still often mistaken for a sur- 
gical emergency. Elman deserves the lasting 
gratitude of numerous patients who have been 
saved from needless operation by his insistence 
that most attacks of pancreatitis will subside 
without operative interference. 

Our interest in the subject was aroused when 
one of us (W.M.J.) was called on February 13, 
1943, to see a 48-year-old woman, a known 


*Read in Section on General Practice, Southern Medical Associa- 
tion, Thirty-Eighth Annual Meeting, St. Louis, Missouri, Novem- 
ber 13-16, 1944.+ 

From the Department of Medicine of the Bowman Gray School 
of Medicine of Wake Forest College and the North Carolina 
Baptist Hospital, Winston-Salem, N. C. 
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diabetic, who for six years had had repeated 
attacks of upper abdominal pain, which were 
relieved only by a hypodermic injection of mor- 
phine. Her gallbladder had been removed 
twenty years previously. Since the attacks al- 
ways subsided promptly after the opiate had 
been administered, it was thought by her family, 
her neighbors, and a number of doctors, includ- 
ing the senior author, that she was too fond of 
the needle. Because this attack was unusually 
severe, a specimen of blood was obtained and 
taken to the Baptist Hospital laboratory for a 
determination of the amylase content. This was 
found to be well elevated, 452 Somogyi units, 
and the clinical diagnosis of acute pancreatitis 
was confirmed. 

Since our interest was stimulated by this case, 
19 other cases have been recognized clinically, 
and the diagnosis confirmed in all but one by 
the serum or urinary amylase test, by x-ray, 
by operation, or by a combination of two or 
more of these methods. Thirteen of these pa- 
tients have been seen by one of us, either first- 
hand or in consultation; the other 7 were seen 
by colleagues, who gave us the privilege of ab- 
stracting their hospital records. These 20 cases, 
together with 2 other patients of the senior 
author who were operated upon by Dr. A. D. 
Valk some years ago, will serve as a basis for 
this report. 

GENERAL CONSIDERATIONS 

Some general statistics of our series of cases 
are set forth in Table 1. Table 2 gives the in- 
cidence by age groups. Two of the patients, 
both women, had had previous cholecystectomies; 
3 had had appendectomies. In one of these 
cases a previous pancreatitis was almost cer- 
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tainly mistaken for acute appendicitis. Three 
patients had had peptic ulcers, and one of these 
had had a gastric resection. 

Only one of the 22 patients had diabetes, and 
only one other is known to have had transient 
glycosuria with her first attack of pancreatitis. 
In 5 other non-diabetics tested during an attack 
the blood sugar was found to be within normal 
limits. 

According to the degree of damage done the 
pancreas, acute pancreatitis may be classified 
as edematous, hemorrhagic, and suppurative or 
gangrenous. We feel that 13 of our cases were 
edematous, 8 hemorrhagic, and 1 fatal case 
gangrenous. 


ETIOLOGY 


The etiology of pancreatitis is far from clear. 
The factors most generally accepted as causes 
are: (1) regurgitation of bile, resulting from a 
stone in the ampulla of Vater, from edematous 
occlusion of the ampulla, or from spasm of the 
sphincter of Oddi; (2) infection; (3) vascular 
occlusion; (4) metaplasia of the ducts, causing 
obstruction; and (5) rupture of an _ over- 


. distended ductule brought on by a heavy meal 


or by the ingestion of a large amount of alcohol. 


Although it is now generally recognized that 
Opie? was mistaken in thinking that acute pan- 
creatitis was always due to the regurgitation of 
bile into the pancreatic duct, its frequent associa- 
tion with gallbladder disease must be more than 
coincidental. A case report in a recent New 
England Journal of Medicine® deals with a man 
who was operated upon for obstructive jaundice. 


The gallbladder was readily emptied by pressure, and 
as no obstruction or gallstones were found, the abdomen 
was closed. “The pancreas was normal in size and 
consistence.” Eleven days after operation the patient 
died. At autopsy the liver was found to be virtually 


Age: 17 to 88; average 46.9 AGE GROUPS 
Sex: 
UGE ore 64 percent Below 20 2 9 per cent 
Repeated attacks 14 64 percent 30-39 2 9 per cent 
Gallbladder disease —.. —........-.-........-..-. 13 60 percent 40-49 5 23 per cent 
41 percent 50-59 3 14 per cent 
NE ee 4.5 per cent 60-69 4 18 per cent 
1 4.5 per cent Above 70 2 9 per cent 
Table 1 Table 2 
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destroyed by an “intrahepatic cholangitic biliary cirrho- 
sis.’ In the head of the pancreas was found “a mass 
measuring 8 cm. in diameter; this was a bit fluctuant 
and, when cut into, appeared to be an acute hemorrhagic 
affair. Scattered all over the surface were areas of 
fat necrosis. . . This mass could not have been present 
at operation ten days before because it would have 
been easily seen. The manipulation of the gallbladder 
at operation possibly forced some bile into the pan- 
creatic duct, thus producing the pancreatitis.” 


In 10 of our patients, it is probable that an 
associated cholecystitis had a causative relation. 
Eight had had repeated attacks of biliary colic 
prior to the recognition of their pancreatitis, and 
in 6 the two conditions were coincidental. 

In 4 patients it is highly probable that vascular 
occlusion was responsible for repeated pancreatic 
attacks. All these were older men, 2 being 67 
years old, the others 78 and 88. All had well 
marked arteriosclerotic changes. At least 2 of 
our other cases may have had a vascular basis. 
Kenneth Lynch‘ found that 3 of 18 cases seen 
by him at autopsy were due to vascular oc- 
clusion, and thinks that 3 more may have been 
due to small vessel obstruction. He noted that 
in 2 patients with malignant hypertension, 
“there was extensive arteriolar sclerosis and arteriolar 


necrosis in the pancreas, and . . . extensive organizing 
thrombosis of arteries and veins.” 


Dr. R. P. Morehead® has noted that in hyper- 
tensive individuals coming to autopsy the de- 
gree of arteriolar sclerosis in the pancreas is 
almost as great as that in the kidney. 

In the first patient-mentioned (Mrs. C.R.F.), 
who has had innumerable attacks over a period 
of six years, we feel that the most probable 
cause is a pancreatic calculus. One x-ray film 
showed a shadow which “might be a pancreatic 
calculus,” but upon which our x-ray department 
will not stake its reputation. 

Since the etiology of pancreatitis is still a 
matter of considerable doubt, we shall not hazard 
a guess at the causative factor in the remainder 
of our cases. 


SYMPTOMS AND SIGNS (Table 3) 


In all our patients pain was the chief symptom. 
Although Moynihan® was perhaps correct in 
describing the pain of acute pancreatitis as the 
worst pain the human body can suffer, in at 
least 4 of our patients not even the worst at- 
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tacks could be described as agonizing. In the 
others, however, the onset was sudden and se- 
vere, and medical aid was soon summoned. 

In all our patients the pain was located in 
the epigastrium. Most patients said they felt 
as if it were boring straight through into the 
back; one described it as radiating into the 
chest, to the left shoulder and down the left 
arm; others stated that it radiated into the lower 
part of the abdomen. In a few cases it did not 
radiate. It was described as steady rather than 
intermittent. Patients with severe attacks are 
very apt to lie flat on the back, often with both 
knees drawn up on the chest. The statement was 
emphasized that any attempt to turn on either 
side made the pain worse. The epigastrium is 
exceedingly tender to pressure, and there is a 
variable degree of rigidity, although this is less 
marked than in ruptured peptic ulcer. Nausea 
and vomiting were present in 8 of our cases. 

So far as we know, fever was present at the 
beginning of the attack in only one of our cases. 
This patient had a pneumonitis of the left base, 
probably influenzal, at the time the pain began, 
and it is possible that her pancreatitis was due 
to infection, although she also had had biliary 
colic many times over a period of ten years. In 
8 other cases fever developed later. The pulse 
was not usually out of proportion to the tem- 
perature. Only 2 of our patients had shock. 

The leukocyte counts varied from 4900 to 
29,000. As a rule the milder and afebrile cases 
did not have a leukocytosis. The differential 
counts were in line with the total counts. 

In 5 cases a definite mass appeared in the 
epigastrium about the third day and persisted 
for several weeks, or until operation. This was 
quite tender and felt about the size of an orange. 
These cases, we felt, were all hemorrhagic. In 
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tain 22 100 per cent 
77 per cent 
Leukocytosis (18 cases) -........................ 10 55 per cent 
Diarrhea ia 5 23 per cent 
Mass 5 23 per cent 
2 9 per cent 
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all 5 of these patients, the x-ray showed the 
presence of a mass in the region of the pancreas. 
In one case pleural effusion at the left base was 
noted. This patient later developed a broncho- 
pneumonia of the left lower lobe. 


COURSE AND DURATION 


The duration of symptoms in any one attack 
varied from a few hours to more than three 
months. At least 14 of our patients have had 
more than one attack. 

Eight patients were operated upon after they 
came under our observation. Two of these opera- 
tions were to drain a hemorrhagic pancreatic 
mass. The first of these patients, who was oper- 
ated upon in 1929, has had a number of attacks 
of epigastric pain within the past few years. In 
November, 1940, he had a very severe attack 
and was sent to the hospital by another physician. 
The x-ray showed “definite thickening of the 
pleura and slight diminution in the excursion of 
the left diaphragm.” The gastro-intestinal tract 
was reported negative. This x-ray report is at 
least suggestive of pancreatitis. A serum amylase 
determination was not done. Incidentally, this 
patient has developed a marked hypertension 
within the past few years, and it is quite prob- 
able that he may have had pancreatitis from 
vascular occlusion. His alcoholic proclivity might 
also be a contributory factor. In the other pa- 
tient, operated upon in 1934, most of the pan- 
creas sloughed away following incision and drain- 
age. She has had no further trouble. 

A third patient might have been spared opera- 
tion had a serum amylase determination been 
done. He was brought into the City Memorial 
Hospital after the laboratory was closed, and a 
determination could not be made immediately. 
He had a history of duodenal ulcer, recently con- 
firmed by x-ray, and it was felt that waiting 
would entail too great a risk. At operation the 
pancreas was found to be swollen, and there was 
a little bloody fluid in the abdominal cavity. The 
abdomen was closed without drainage and the 
patient made a good recovery. Eight months 
later, however, he was brought to the Baptist 
Hospital with another attack of pancreatitis. 
This time an elevated serum amylase was found 
and the attack was allowed to subside spon- 
taneously. 
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Another patient, who had two attacks of pan- 
creatitis in close succession, had a cholecys- 
tostomy done to decompress a swollen pancreas. 
A single large stone was found in the cystic 
duct. In the remaining 4 patients cholecystitis 
was the primary condition. All of these had 
their gallbladders removed. 

One patient, a 35-year-old spinster, was ad- 
mitted to the City Memorial Hospital on August 
6, 1944, with severe epigastric pain and a serum 
amylase of 446 Somogyi units. She had been 
operated upon in another county on February 16, 
1941, for abdominal pain, nausea and vomiting. 
A large amount of blood stained fluid in the 
peritoneal cavity and areas of fat necrosis in the 
omentum were found. Although the diagnosis 
was recorded as “thrombosis of vessels of the 
gastrocolic omentum with marked inflammatory 
reaction,” it seems that acute hemorrhagic pan- 
creatitis would have been much more probable. 
The right ovary was removed and two cigaret 
drains were inserted. Incidentally, this patient 
showed glycosuria before and for some days after 
her operation, although a single blood sugar 
test was recorded as only 130 mg. per 100 c. c. 

One patient died in shock, without operation. 
At autopsy 500 c. c. of bloody fluid was found 
in the abdomen. The gallbladder was found full 
of stones, the largest being in the cystic duct. 
The pancreas was more than twice its normal 
size; it was hard throughout, and extensive fat 
necrosis of the pancreas and surrounding tissues 
was found. 

DIAGNOSIS 


The diagnosis of acute pancreatitis is based 
upon the clinical picture plus the finding of an 
elevated serum or urinary amylase and possibly 
x-ray evidence of an enlarged pancreas. 

With the obstruction of the pancreatic ducts 
that takes place in acute pancreatitis, there is an 
overflow of the pancreatic juice into the lym- 
phatics or capillaries and so into the circulation. 
While the concentration of all the pancreatic 
ferments in the blood will be increased, amylase 
is the one most quickly and easily demonstrated 
by laboratory methods. 

The normal amylase content of the blood 
serum ranges from 80 to 150 Somogyi units per 
100 c. c. This means that 100 c. c. of blood 
serum will produce 80 to 150 mg. of glucose from 
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a stock starch solution. Values above 200 are 
definitely abnormal. 

It should be remembered that the rise in serum 
amylase takes place very quickly, within a few 
hours, and that it can fall to normal or below 
with equal rapidity, sometimes in less than 
twenty-four hours. In one of our patients (A.S.) 
the serum amylase, although ordered immediately 
after her arrival in the hospital, was not done 
until noon the next day, more than twenty-four 
hours after the onset. By then it was slightly 
below the normal range. However, the clinical 
picture was so typical of acute pancreatic edema 
that the diagnosis was allowed to stand. An- 
other patient (Mrs. W.C.) had a serum amylase 
of 357 units within a few hours after the onset 
of a rather severe attack. Within less than 
twenty-four hours it had fallen to 90. The rapid 
fall may come about because the attack subsides 
very quickly, as in edematous pancreatitis, or 
because there is so much damage to the pancreas 
by the action of the liberated ferments that 
secretion is greatly lessened or stops entirely. 

Still another patient, a student nurse at the 
Baptist Hospital, had an attack of epigastric 
pain on July 16, 1944. The house officer who 
saw her had a serum amylase done the next day, 
and found it elevated (530 Somogyi units). The 
acute pain subsided within twenty-four hours, 
but epigastric soreness and some nausea per- 
sisted for a week. Ten days after the onset her 
amylase was still elevated (284 units). On De- 
cember 30, 1942, this patient had been operated 
upon for acute appendicitis, but the pathologist 
found a normal appendix. An amylase determin- 
ation was not made at this time, but she stated 
that her symptoms were exactly like those in the 
later attack. An x-ray of her gallbladder, made 
after the second attack, was negative. 

The only condition other than acute pan- 
creatitis which is apt to give an elevated serum 
amylase is mumps;* and certainly this should 
give no difficulty in a differential diagnosis. 

In 14 of 15 cases in which the blood was 
obtained within twenty-four hours, the amylase 
ranged from 222 to 552 Somogyi units. In one 
case it was only 40, much below the usual level, 
but rose to 294 within forty-eight hours, subsid- 
ing to 98 on the sixth day. This single case, plus 
the fact that several other patients had very 


JOHNSON AND DAVIS: PANCREATITIS KY i | 


suggestive clinical pictures but failed to show 
the expected rise of amylase, has made us wonder 
whether repeated determinations for two to four 
days might occasionally reward one’s persistence. 
Except in this one case, we have dismissed the 
possibility of acute pancreatitis if the first de- 
termination, made within twenty-four hours, was 
not elevated. 

The urine amylase in our patients has varied 
from 560 to 835 units, and apparently remains 
elevated about twenty-four hours longer than 
does the serum amylase. The concentration of 
amylase in the serum is far more uniform than 
that in the urine, however. The wide variation 
in the specific gravity of urine may account for 
the very inconstant ratio between the serum and 
urinary amylase content. Another consideration 
is that the urine rapidly loses its diastase activity 
if allowed to stand. 

The leukocyte count was not particularly 
helpful in diagnosis. In the milder attacks it was 
usually normal or even low. In the more severe 
hemorrhagic forms of pancreatitis, it was apt 
to be elevated. 

The x-ray was helpful in at least 4 cases. In 
one patient (M.M.) the serum amylase was 
not determined until four days after the onset 
of the attack, and was then within normal 
limits, 82 units. By this time a mass could be 
palpated in the abdomen, and the x-ray showed 
the widened duodenal loop characteristic of an 
enlarged pancreas. 

The four conditions which are most likely 
to be confused with pancreatitis are biliary colic, 
ruptured peptic ulcer, intestinal obstruction, and 
coronary thrombosis. 

Gottesman, Casten, and Beller® have noted in 
a small series of patients with acute pancreatitis 
electrocardiographic changes similar to those 
occurring in coronary thrombosis, which have 
disappeared following recovery from the pan- 
creatitis. In only 3 of our patients were electro- 
cardiograms made during an attack of pancreati- 
tis. These were reported as showing only low 
voltage; none gave the characteristic picture of 
coronary thrombosis. 

In passing, it may be observed that some of 
the attacks of so-called ‘abdominal angina” 
noted in individuals with hypertension or arterio- 
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sclerosis may have been acute pancreatitis caused 
by vascular occlusion or spasm. 


TREATMENT 


Acute pancreatitis is no longer considered a 
surgical emergency, since most cases will subside 
spontaneously. In the majority of cases the only 
treatment necessary is relief of the pain. Elman® 
says that early in the attack a nitroglycerin 
tablet placed under the tongue and repeated if 
necessary will often give dramatic relief. We 
have not had his happy experience, and have 
had to resort to morphine or some other opiate. 
If this is combined with hyoscine its effective- 
ness is usually increased. Morphine may be given 
intravenously if the pain is very severe. 

In a severe attack, the patient is apt to be 
nauseated, and can not retain food or fluids by 
mouth. Furthermore, oral nourishment would 
stimulate pancreatic secretion and increase the 
pain. For this reason food is withheld during the 
acute stage. The fluid balance can be maintained 
by glucose or saline intravenously, repeated as 
often as necessary. 

Most cases of acute pancreatitis are due to 
pancreatic edema, and subside promptly. Even 
patients with hemorrhagic pancreatitis will often 
recover if treated conservatively. If true suppur- 
ative or necrotic pancreatitis develops, operation 
may become necessary; but such cases are com- 
paratively rare. 

Elman recommends an x-ray study of the 
patient’s gastro-intestinal tract and gallbladder 
after the acute attack has subsided. If a dis- 
eased gallbladder is found, he recommends its 
removal. It seems to us, however, that cholecys- 
tostomy may offer more adequate decompression 
of the pancreas. The fact that 2 of our patients 
had their gallbladders removed some years be- 
fore they developed pancreatitis shows that 
cholecystectomy is not a certain prophylactic. 
For patients who have had cholecystitis without 
stones, appropriate management of this disease 
may help prevent attacks of pancreatitis. 

For older patients who have had repeated 
attacks of pancreatitis, probably on a vascular 
basis, it seems logical to give nitroglycerin for 
the attacks, and to employ the same general 
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regimen that one would use in a patient with 
angina pectoris. 


SUMMARY AND CONCLUSIONS 


(1) Pancreatitis is far more common than 
is generally thought. 

(2) Pancreatitis can often be suspected clini- 
cally, and can be diagnosed almost invariably 
by the serum amylase test properly performed. 

(3) The etiology of pancreatitis is still ques- 
tionable. It is probable that it may be due to 
any one of a number of factors. 

(4) The fact that pancreatitis is far more 
often a medical than a surgical condition makes 
its recognition exceedingly important. 


The technical assistance of Miss Eleanor Stafford, 


of Dr. Wolff’s chemical laboratory, is gratefully 
acknowledged. 

REFERENCES 
1. Elman, Robert: Acute Inflammation of the Pancreas: A 


Cause of Epigastric Pain in Gallbladder Disease and of Re- 
current Pain After Cholecystectomy. Surg., Gynec. & Obst., 
61:670 (Nov.) 1935; Variations of Blood Amylase During 
Acute Transient Disease of the Pancreas. Ann. Surg., 105: 
379 (March) 1937; Diagnosis and Treatment of Acute Non- 
hemorrhagic Pancreatitis. Am. J. Digest. Dis., 4:732 (Jan.) 
1938. 


Med., 21:35-43 
. Gottesman, J.; Casten, D.; and Beller, A. J.: Changes in 
Electrocardiogram Induced by Acute Pancreatitis. J.A.M.A. 
123:892-894 (Dec. 4) 1943. 18 
9. Elman, Robert: Surgical Aspects of Acute Pancreatitis 
J.A.M.A., 118:1265-1268 (April 11) 1942. 


2. Opie, E. L.: The Etiology of Acute Pancreatitis. Bull. 
Johns Hopkins Hosp., 12:182, 

3. Case Records of the Massachusetts General Hospital, Case 
30262. New England J. Med., 230:812 (June 29) 1944. 

4. Lynch, » Me Pancreatitis: An Analysis of Types and 
Causes. Ann, Int. Med., 14:628-640 (Oct.) 1940. 

5. Morehead, R. P.: Personal Communication. 

6. Moynihan, B.: Acute Pancreatitis. Ann. Surg., $1:132-142 
(Jan.) 1 

7. pars egg I erum Amylase in Mumps. Ann, Int. 


DISCUSSION (Abstract) 


Dr. Robt. Elman, St. Louis, Mo.—This disease is not 
rare. I would say that pancreatitis exists in a sizable 
proportion of the patients whom you see with signs of 
an acute abdominal emergency, and I include coronary 
thrombosis with epigastric pain. 

The frequency with which the disease is detected 
often depends upon the enthusiasm with which surgeons 
operate upon these patients. If you are in a com- 
munity where many patients with an acute attack of 
abdominal pain are operated upon, you may see pan- 
creatitis frequently, but only if the surgeon makes the 
incision in the right place. Often where the incision 
is made for an appendectomy, the diagnosis of pan- 
creatitis may be missed. On the other hand with an 
upper abdominal incision usually with a diagnosis of 
perforated peptic ulcer the surgeon should be able to 
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determine the true state of affairs by examining the 
pancreas or by seeing brownish or bloody fluid in the 
lesser sac. 

If the patients are not operated upon, the next chance 
of making the diagnosis is first of all to think about 
the disease. Someone once said, that rare diseases may 
often become frequent merely by thinking about the 
possibility. However, as Dr. Johnson has pointed out, 
in most cases the diagnosis cannot be made on a 
clinical basis without measuring the serum amylase. 
That is the way, actually, we first became interested in 
this disease. 

As to treatment I would like to make one or two 
points. In the first place, operation, as Dr. Johnson 
said, is generally not indicated except in the rare 
instances of pancreatic necrosis. If the patient with a 
diagnosis of acute pancreatitis goes into shock we are 
obviously dealing with something more than an acute 
inflammation; then I think they should be operated 
upon, because in most cases, in our experience, the 
non-operative treatment results fatally, as in one or 
more of Dr. Johnson’ cases. We have saved one or two 
cases of hemorrhagic pancreatitis by operation. The 
mark which distinguishes pancreatic necrosis is the 
clinical appearance of acute circulatory impairment. 
Operation is not indicated, unless the patient happens 
to have an associated cholelithiasis, and I think that 
judgment should be made on a clinical basis alone. 

The third type of case which comes up for operative 
consideration, is the patient who has had a thin gall- 
bladder removed and comes back with the same attacks. 
Two of Dr. Johnson’s cases fell in this group. The 
surgeon does not like to admit he took out a gall-bladder 
unnecessarily, so a very nice long name has been given 
to this type of disease: post cholecystectomy syndrome. 
We have studied many cases of post cholecystectomy 
syndrome; certain of them will be found actually to 
have suffered from acute pancreatitis. The surgical 
implication is this: reoperation in these cases is un- 
necessary with the idea. of removing a stone which is 
assumed to have been left in their duct, because if 
it is done, in many cases a stone will not be found. 
As far as the pancreatitis itself is concerned there is no 
surgical procedure which I can recommend. 

The medical treatment, I would rather leave in Dr. 
Johnson’s hands. May I say however that nitro- 
glycerin will help certain of these attacks if given early 
enough. The trouble is that these patients are seen 
some hours after the attack when inflammation has 
already started. Under such a circumstance nitroglycerin 
is apt to be disappointing. Frequent feeding, avoidance 
of fats, reassurance, is probably all that can be advised. 
In several cases I know patients who carry 1/100 grain 
tablets of nitro-glycerin around with them. It is a 
curious thing; once they have had a beneficial effect 
from nitroglycerin, the mere fact that they have the 
tablets with them seems to prevent recurrence. Perhaps 
it is the psychic effect of the assurance. I do not know. 
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Now, one more word about the test itself. Dr. 
Somogyi, who is the chemist at the Jewish Hospital in 
St. Louis, has so simplified the test that serum amylase 
can be determined in any laboratory which has facilities 
for doing a blood sugar, or urinary sugar. The im- 
portant point which Dr. Johnson well pointed out was 
this: the blood specimen must be obtained at the time 
of the attack. If you think of the possibility of acute 
pancreatitis and the laboratory is closed, take a 
specimen of the blood anyhow, put it in the ice box 
and have it examined in the morning. You may be 
rewarded by finding a good many of them exhibiting 
a high value and if you take another test, the same 
morning, you may find the value is low again. 


Dr. R. L. Sanders, Memphis, Tenn.—The abdominal 
surgeon sees many cases of acute and chronic pan- 
creatitis. Such cases have always been difficult to 
treat. Often, one is not aware of the condition until the 
abdomen is opened. As Dr. Johnson suggested, an 
amylase test should be helpful in arriving at an early 
diagnosis. 

The matter which I wish to mention was brought out 
by Morton, of Rochester, New York, a few years ago. 
At a meeting of the Southern Surgical Association, he 
reported 17 cases of acute pancreatitis treated early by 
deep x-ray therapy, with favorable results. Going 
back a little further, we all recall the practice, begun 
in 1928 and still accepted, of using irradiation, by either 
radium or x-ray, over the parotid gland. Those of us 
who do a considerable amount of colon work have 
observed that acute parotitis is not unusual post- 
operatively. If irradiation is used early, the inflamma- 
tion will generally subside promptly. There is a def- 
inite similarity in the histologic picture of the parotid 
gland and that of the pancreas. Thus, since x-ray treat- 
ment benefits the parotid gland in the early stage of 
acute inflammation, it should in like manner benefit the 
pancreas. The whole problem, therefore, hinges on the 
early diagnosis of pancreatitis and the application of 
proper remedies. 

The question I wish to ask Dr. Johnson is this: Has 
he or have his associates had any experience with x-ray 
therapy in cases of early acute pancreatitis and, if so, 
what were the results? 


Dr. Johnson (closing) —We have not used x-ray 
in the treatment of pancreatitis; I think that it is 
worth considering, and expect to talk to our x-ray man 
about it when I get back home. 

I realize the possibility of an ulcer’s penetrating into 
the pancreas and causing an elevation of amylase. 
However, the usual ruptured ulcer that comes on 
suddenly is not apt to be attended by an elevated 
amylase. Bockus is quite clear about that in his 
recent work on gastroenterology. He says we can 
almost always rule out a ruptured ulcer if the amylase 
is elevated. 
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TECHNICAL DETAILS IN DERMATOME 
GRAFTING* 


By F, T. Wattace, M.D. 
Charleston, South Carolina 


When the Padgett dermatome was first used 
in this clinic, many attempts were unsuccessful 
because of technical errors. The ability to graft 
with regularity pieces of skin the size of the 
drum was acquired only after persistent trials in 
a large number of cases. Skin grafting has been 
converted from an arduous task to a pleasant and 
interesting procedure with uniformly good results 
by the successful use of the Padgett dermatome. 
The success is due to the acquisition by trial and 
error, of certain technical refinements. 


PREOPERATIVE PREPARATION 


The general condition of the patient is im- 
proved as much as possible. Fluids, plasma, and 
whole blood transfusions are all used freely where 
indicated. In massive burns, emergency dressings 
with homografts may be necessary.! 

When granulating surfaces are to be grafted, 
the recipient site should be firm, even, and 
healthy. If the granulations are irregular, 25 
per cent silver nitrate solution may be applied 
four days before grafting. 

The dermatome blade should be sharpened 
before each case. A carborundum stone may be 
used, and then an ordinary razor strop. 

The usual preoperative preparation is used for 
the donor site. A wide area is shaved and 
cleansed with soap and water, alcohol, and ether. 


AT TIME OF OPERATION 


The general condition of the patient is main- 
tained at optimum level. A hypodermoclysis, in- 
travenous infusion, or blood transfusion is given 
during the operation. In order to avoid pro- 
longed anesthesia time if general anesthesia is 
used, this is not begun until the equipment has 
been assembled. 

The dermatome blade is placed in the holder 
and re-sharpened with emory dust on a moist 
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towel. The unit is assembled and set at proper 
depth.? The beveled side of the blade is placed 
away from the drum. A small amount of vase- 
line is applied to the part of the dermatome 
which holds the blade. 

The drum is cleansed with ether, and rubber 
cement is applied to it in a thin, even coat (if 
the cement is not applied evenly, the graft will 
be uneven to the same degree). Five minutes is 
allowed for drying. The cement is more easily 
applied with a tightly rolled gauze sponge than 
with a brush. Frequent dipping is necessary. 
Care must be taken during the application not 
to rub off partially dried cement. 

The donor site is prepared with alcohol and 
large amounts of ether. The usual skin anti- 
septics may form an extra layer and prevent 
adherence of the cement. If a skin antiseptic is 
used, it must be removed carefully. If the area 
has any bony prominence, such as scapula or 
ribs, the donor site may be infiltrated with 
saline, using a long spinal puncture needle. The 
point of entrance of the needle must be com- 
pletely out of the field since any saline coming 
in contact with the donor site or drum would 
prevent adherence. A wide area is prepared and 
draped so that towels or clips will not be in the 
path of the moving dermatome blade. After 
draping, the rubber cement is applied to the skin. 

After sufficient time has been allowed for the 
cement to dry, the dermatome is placed on the 
skin and pressure applied firmly for a few 
moments. Then the drum is rolled so that the 
skin is lifted up above its normal level, and cut- 
ting is begun. Smooth, long strokes are used. 
It is advisable at this point to check the depth. 
If there is an obvious discrepancy, the depth 
may be adjusted without removing the drum, 
and the cutting of the graft completed. The 
donor site then is covered with a normal saline 
sponge. 

Before removal of the graft from the drum, 
numerous small incisions are made to allow for 
the later escape of blood and exudate from the 
recipient site. Hemostats are fastened to one 
edge of the graft, which is removed carefully 
from the drum. As it is removed, the external 
skin surface is powdered with sulfathiazole 
powder to prevent sticking. The graft is placed 
on a normal saline sponge. 
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Another method of preventing sticking and 
facilitating handling of the graft is the use of 
“pliofilm.”*# When this refinement is used, 
“pliofilm,”’ or ordinary cellophane is applied to 
the drum before it is adjusted by coating each 
with dermatome cement. An additional coat of 
cement is applied to the cellophane after the 
blade is adjusted. After the graft it cut, it is 
removed from the drum on the cellophane and 
applied with the cellophane to the recipient site. 

If more than one piece of skin is necessary to 
cover the defect, the drum is easily cleansed by 
rubbing with a dry gauze sponge. After all 
cement has been removed in this manner, it is 
further cleansed with ether and the dermatome 
is again ready for use. 


No particular preparation of the recipient site 
is necessary at this time. The graft is placed 
into position and anchored at normal skin tension 
with sutures. The graft is covered with an open 
gauze sponge, and then covered with mechanic’s 
waste which is bandaged firmly with wide mesh 
gauze, and an elastic adhesive bandage placed 
over all. This type of dressing may be used in 
practically any area, even under the chin. An 
ointment dressing is used on the donor site. 

A valuable alternative is the use of the 
coagulum method.’ In this method, the graft is 
saturated with human plasma. The recipient 
bed is flooded with a solution of Thrombin, 
Topical. The graft is placed on the recipient site, 
and fixation rapidly occurs.® 


POSTOPERATIVE CARE 


The general condition of the patient is main- 
tained at as high a level as possible. A trans- 
fusion is used after each grafting. Vitamin con- 
centrates, parenteral fluids, and blood trans- 
fusions are given as indicated. The recipient site 
is dressed in one week to ten days, the donor 
site in two weeks. 


SUMMARY 


Certain technical details are presented for those 
who are beginning to use the Padgett dermatome. 
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6 Gadsden Street 


CESAREAN SECTION UNDER SPINAL 
ANESTHESIA* 


By Atrrep Hasees, M.D. 
and 
HrraM R. Extiott, M.D. 
Fairfield, Alabama 


The safety of a patient under any anesthetic 
is always of paramount consideration. The safety 
of two patients under one and the same an- 
esthetic makes the consideration doubly im- 
portant. That is the issue at stake when a 
cesarean section is being done. Not only the 
mother, but the fetus as well, deserves and must 
receive the utmost consideration. 


The fact that a patient comes in for a 
cesarean section automatically tells us that she 
is limited as to the number of babies she will 
be allowed to have. This is another important 
reason why the fetus should receive considera- 
tion parallel to that of the mother. One knows 
that it is absolutely impossible to anesthetize or 
use sedatives upon the mother without affecting 
the fetus. This effect is even more pronounced 
upon the baby when the mother is going through 
a period of hard labor. 


When we used inhalation anesthesia at our 
institution for cesarean sections, our chief prob- 
lem was the resuscitation of the baby. In more 
than thirty-three per cent of our cases some 
type of resuscitation was necessary. By resusci- 
tation we mean anything beyond the usual re- 
moval of mucus from the throat and the nasal 
passage. 

A depressed respiratory system during the 
first few hours may mean the difference between 
a living and a dead baby. It it during those 


*Read in Section on Anesthesia, Southern Medical Association, 
Thirty-Eighth Annual Meeting, St. Louis, Missouri, November 
13-16, 1944, 

*From the Department of Anesthesiology, Employees’ Hospital, 
Fairfield, Ala. 
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first few hours that pneumonia or atelectasis 
may set in. We feel certain that babies are lost 
every day from the anesthetic at the time of 
cesarean section. There is no doubt in our minds 
that this sad story has been shared by us, and 
for this reason we began searching for an an- 
esthetic which would be suitable to both the 
mother and the fetus. 

In spinal anesthesia we have found an 
anesthesia that meets this requirement: one that 
gives equal advantages to the mother and the 
fetus. We do not recommend spinal anesthesia 
to those men who are not familiar with the tech- 
nic of its administration in general surgery. 
There is a wide divergence of opinion as to the 
safety of spinal. We realize that. Yet, in the 
hands of a competent anesthetist, one who is 
familiar with the administration of a spinal, 
realizes its limitations and its dangers, and can 
meet the complications that may arise, this 
anesthetic is one of the safest. Nothing else will 
give marked relaxation, thereby making operat- 
ing easier, the time shorter, and an appreciable 
decrease in morbidity, certainly, nothing that is 
as safe for the coming baby. 

Our series of cases at the Employees’ Hospital 
perhaps does not compare in number with those 
of other writers on this same subject, but we 
sincerely believe that our results do. Our find- 
ings have been so encouraging that we are 
anxious to pass them on to others in this line of 
work. We are passing along not only the cream 
of our findings, but our mistakes and our head- 
aches as well. 

Because relaxation is marked under spinal, we 
find that the operating time can be: shortened. 
The advantage of this is, of course, less handling 
time, thereby decreasing the morbidity. Mor- 
bidity is increased in proportion to the time 
necessary to complete the operation. Certainly 
the tissue is handled less when relaxation is 
achieved. 

In our series of 82 cases, 27 patients were 
between the ages of 14 and 20 years; 31 patients 
were between the ages of 21 and 30; 22 pa- 
tients between 31 and 40; and 2 between the 
ages of 41 and 50. There were 55 white patients 
and 27 Negro patients in this group. The 
youngest patient was 14 and the oldest was 41. 
Certainly this age group favors spinal. It is the 
ideal anesthetic in the late teens and the twenties. 


This age group seems to tolerate spinal much 
better, regardless of the surgery that is being 
done. In cesarean sections there are very few 
cases above 35 years. 


EFFECT OF THE ANESTHETIC ON THE BABY (Heard') 


N20 Ether Combination Spinal 
40 Cases 37 Cases 80 Cases 
6 Resuscitations 7 Resuscitations 1 Resuscitation 
15 per cent 19 per cent 1.25 per cent 


Heard found that the babies in the group 
under ether were far more difficult to revive, 
and in this group one of the babies died of 
atelectasis. In his series of cases he was deal- 
ing with normal mothers and babies. His per- 
centage was much higher in abnormal cases. 


In our series of 82 cases under spinal an- 
esthesia normal and abnormal resuscitation was 
necessary in one case, or 1.23 per cent. The 
mother in this case was in labor 28 hours before 
the section was done. 

Many writers on spinal anesthesia hold to the 
theory that drug absorption is one reason for 
the drop in blood pressure. Those men who ad- 
vocate continuous spinal feature this point as 
their main attraction, claiming that less of the 
drug may be used at a given period. We believe 
that drug absorption does affect the blood pres- 
sure, and certainly the amount of the drug con- 
trols the height of anesthesia. The dose of 
“pontocaine” solution in our first 30 cases was 
15-17 mg., and the dose in our last 52 cases was 
12-15 mg. We never like to use more than is 
necessary for the desired height. The third 
lumbar interspace was used in most of our cases. 

From these findings we have come to the con- 
clusion that it is never necessary to use more 
than 15 mg., and one should never go above the 
third lumbar interspace. This, of course, is not 
true in spinal anesthesia for general surgery. 
The height of anesthesia is reached more quickly 
in cesarean section. At least that has been our 
experience. Cotui* believes that this is due to 
two factors: first, that during pregnancy there 
is a definite change in the normal curvature of 
the spine, this change being due, of course, to 
increase in the intra-abdominal pressure; sec- 
ond, there is an increase in the intraspinal and 
intracranial pressure. 
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In our first group of cases we had several 
patients who complained of heavy and de- 
pressed respiration. In one case respiration be- 
came so difficult and shallow that moderate 
resuscitation was necessary for twenty minutes. 
This condition may not be very alarming to the 
anesthetist, but it certainly has its psychic effect 
on the patient. For this reason we advise against 
immediate Trendelenberg position. The abdomen 
should be tested, and then the patient placed in 
the Trendelenberg position. We say again that 
this does not hold true in general surgery where 
the height of anesthesia can be controlled more 
easily. Low classical and low cervical were done 
in all cases. The height of anesthesia reached 
was between T 7-8. Eight was the goal. 

The drop in blood pressure was controlled in 
our cases by “neosynephrin.” From 5 to 8 
minims were given, intramuscularly. We do not 
allow our pressure to get below 90 systolic before 
doing something about it. The pressure reading 
on the morning of operation, preferably while 
the patient is still in her room, is our guide as 
to how low we allow the pressure to drop. Pa- 
tients for cesarean section, being in a selected 
age group, experience very little drop in blood 
pressure. 

Mask oxygen is used by us very freely, if 
necessary: not constantly but off and on during 
the early part of the operation. We find that it 
helps to calm and control the patient. Usually, 
after the baby has been delivered and the mother 
is informed, there is a bright tone of optimism 
in the behavior and the emotion of the patient. 
She feels as though the operation is behind. 

The contraindications to spinal anesthesia for 
cesarean section are the same as those for general 
abdominal surgery: (1) spinal should not be used 
in patients with pathology of the spinal cord; 
(2) it should not be used when there is a skin 
infection at the site of the injection; (3) it 
should not be used in cases of septicemia; (4) it 
should not be used in the face of psychic factors 
(by this we mean more than the usual saying of 
a patient, “I do not want to be awake”’); (5) it 
should not be used in cases of profound hem- 
orrhage and anemia. 


Hemorrhage and anemia to us are the most 
important and most frequently encountered con- 
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traindications to spinal anesthesia for cesarean 
section. Spinal anesthesia is contraindicated in a 
patient with a hemoglobin of 50 per cent or 
below and with less than a 3,000,000 red cell 
count. In these cases we consider the use of 
spinal anesthesia only when donors are available. 

For emphasis we site this typical case in which 
a general anesthetic was given. 


A Negro woman, age 24, multipara, was admitted to 
the hospital, bleeding profusely from the vagina. The 
onset of labor was five hours before admission. A 
diagnosis of premature separation of the placenta was: 
made by our obstetricians. On admission the blood pres- 
sure was 105/60, and the blood count showed a hemo- 
globin of 50 per cent and red blood count 2,180,000. 
Although several persons were matched we were unable. 
to find compatible donors. The patient continued to 
bleed. The operation was performed two and one-half 
hours after admission, under cyclopropane; and the 
patient had easy sailing in the operating room. 

Two hours after completing the operating the blood 
pressure was 60/30, the hemoglobin 40 per cent and 
red cells were 1,950,000. Blood transfusion was finally 
given five hours after the operation. Recovery was 
uneventful. 


We believe that a sad story would be ours to 
tell had this patient been given a spinal. 
Cyclopropane is the choice for this type. 

The advantages of spinal anesthesia are un- 
debatable. Certainly spinal is the anesthetic of 
choice in patients with pre-existing disease of 
the lungs, kidneys, heart and liver. No other 
anesthetic can offer such marked relaxation, 
allowing easier and more rapid work. There is a 
diminished loss of blood during operation; 
nausea and vomiting are at a minimum; and 
above all, a baby is delivered which rarely needs 
resuscitating. 

SUMMARY 

Spinal anesthesia in cesarean section has been 
discussed from the standpoint of being the best 
anesthetic for the safety of both mother and 
baby. Again, emphasis is on the statement that 
spinal anesthesia for cesarean section is safe 
only in the hands of a competent anesthetist who 
is familiar with the technic of the administration 
of a spinal and who realizes its dangers and 
limitations. 

We feel that we are getting better results from 
the method outlined above. Observation and 
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experience have taught us to make various 
changes that have improved our results. 
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DISCUSSION (Abstract) 


Dr. Rupert E. Arnell, New Orleans, La.—I have never 
employed spinal anesthesia for obstetric cases myself, 
nor has it been used for such cases by others on services 
with which I have been associated. However, during 
this association, formerly with the Chicago Lying-in 
Hospital and presently with the Louisiana State Uni- 
versity service at the New Orleans Charity Hospital, 
1,058 cesarean sections have been performed under 
_other, and in my opinion, much safer anesthetics with- 
out maternal or fetal fatality attributable directly or 
indirectly to anesthesia. Local infiltration anesthesia 
was employed in about two-thirds of these cases, and 
inhalation anesthesia, usually ethylene, in the remainder. 

The extreme margin of safety with local infiltration 
anesthesia in cesarean section is now generally recog- 
nized by both obstetricians and anesthetists, but fre- 
quent re-emphasis may still be necessary for the general 
practitioner or occasional operator. Its use may prove 
a life-saving measure, particularly in such common 
complications as toxemia of pregnancy, heart disease 
and tuberculosis. The technic is tedious, it is tpue, yet 
it is so simple that it can be readily mastered by 
anyone capable of performing cesarean section. 

Inhalation anesthesia has also given us satisfactory 
results. Obviously, patients must be carefully selected, 
excluding those having complications which contra- 
indicate gas; the stomach must be empty; and the 
anesthetic must be competently administered. Contrary 
to the essayists’ experience, fetal apnea or asphyxia of 
significant degree rarely occur if anesthesia is with- 
held until everything is in readiness to make the in- 
cision and then it is strictly limited to the smallest 
amounts necessary. Also contrary to the essayists’ ex- 
perience, relaxation is seldom a factor in cesarean 
section. 

On the other hand, catastrophes have occurred with 
alarming frequency in a small group of obstetric pa- 
tients subjected to spinal anesthesia on other services 
at the New Orleans Charity Hospital. From January 1, 
1938, to date, among approximately 38,000 deliveries, 
spinal anesthesia was administered to only 24 obstetric 
patients. It was, however, directly responsible for 5 
maternal deaths, a mortality rate for the method on 
obstetrics of 20.8 per cent. Even more striking, of 
5 patients who were given spinal anesthesia during 1944 
by physicians experienced in modern technic, 2 died as 
a result of the anesthetic. The last death is briefly 
reviewed: 

The patient, a 19-year-old Negro, secunda gravida, 
had been delivered a year previously by cesarean section 
on the indication of cephalo-pelvic disproportion. In 
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the present pregnancy her prenatal course had been 
normal and when she was admitted to the hospital in 
early labor at term her condition was excellent. Physi- 
cal examination on admission revealed no abnormalities 
of her heart or lungs, there was no edema, the blood 
pressure was 115/80, the hemoglobin 11 grams, and the 
urinalysis was negative. Because the fetal head was 
over-riding it was deemed advisable to do a repeat 
cesarean section. Spinal anesthesia was administered, 
using 15 milligrams of “pontocaine” under customary 
precautions. Respiratory and circulatory collapse oc- 
curred immediately and, despite heroic resuscitory 
measures, the patient expired within 4 minutes after 
the injection, and before the operation was begun. Un- 
questionably, responsibility for this death must be 
assigned to spinal anesthesia. Inexperience was not a 
factor because the physician had given more thann 300 
spinals in gynecology and general surgery. 

In this respect, Dr. John Adriani, Director of the 
Department of Anesthesia at the Charity Hospital, has 
furnished me with interesting data on the use of 
spinal anesthesia on the surgical services, which may be 
used for comparative purposes to show that spinal 
anesthesia is far less dangerous for surgical than for 
obstetric patients. In the 3-year period ending July 1, 
1944, spinal anesthesia was administered to 6,292 sur- 
gical patients, with anesthesia primarily responsible for 
5 deaths and partly responsible for 8 deaths, a total 
mortality rate for the method on surgery of 0.20 per cent. 

Spinal anesthesia has never attained the popularity 
in obstetrics that it has in surgery, probably because 
most experienced obstetricians have personal knowledge 
of deaths or “close calls” from the method. I myself 
know of 2 other deaths in cesarean section attributed 
to spinal anesthesia. Certainly in the operation of 
cesarean section these anesthesia risks must be elim- 
inated if maternal and fetal fatality rates are to be 
brought to the irreducible minimum. 

These brief data furnish overwhelming evidence to 
refute the contention of the essayists that spinal an- 
esthesia in experienced hands constitutes a safe and 
satisfactory method for use in cesarean section. These 
personal observations, supported by an extensive litera- 
ture, suggest that of all modern methods of anesthesia 
in obstetrics spinal anesthesia actually carries the 
greatest risk. Sustained excellent results in large series 
of cases seem unlikely. 


Dr. Robert A. Hingson, Philadelphia, Pa—It has been 
my observation in several fields of medicine that it is 
the custom of doctors who are not “up” on a sub- 
ject to be “down” on it. I do not think that an 
experience of 5 cases with cesarean section at the 
Charity Hospital, or even in the entire state of Louisi- 
ana, is sufficient evidence to discuss a paper adversely 
on spinal anesthesia in cesarean section. I do think that 
it is quite laudable for Dr. Arnell to discuss a paper 
on local anesthesia in cesarean section with which he 
has had more experience. 

It has been our privilege at the Philadelphia Lying-in 
Hospital and at the Marine Hospital in New York to 
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administer 224 continuous spinal anesthetics for cesarean 
section and 267 continuous caudal analgesics for cesar- 
ean section without loss of mother life or mature baby 
life. We lost two babies in this hospital period, one 
24 hours after the operation, a five-and-one-half-month 
pregnancy by calculation, and the other, a seven-and- 
one-half-month pregnancy by calculation. ‘ 

A pregnant mother at term weighs 65,000,000 mg. 
With 15 mg. of an anesthetic solution properly admin- 
istered with proper precautions and with proper re- 
suscitative means at hand (and I do not mean to qualify 
a man as an expert because he has given 300 spinals), 
we are able to relieve pain without endangering mother 
or baby. 

There is no method of mathematics that could trans- 
form any part of 15 mg. of drug injected into the 
subarachnoid space into a single villus of the placental 
circulation that could go to the baby. 

Recently, it was my privilege to select an anesthetic 
for the birth of quadruplets at seven months in the 
Philedalphia Lying-in Hospital. I selected continuous 
spinal anesthesia because I knew, from experience in 
pharmacology that equals that of Dr. Arnell, that it was 
safest for the immature baby. We delivered four 
babies who cried before their faces were lifted two 
inches above the towel; their weights ranged from 3 Ibs. 
14 oz. to 2 lbs. 8 oz. Those babies have survived. 

There is no method in obstetrics which so protects 
the baby as continuous spinal anesthesia for cesarean 
section, and if the baby is to have equal consideration 
in such an operation, certainly the anesthetic that is 
best suited for it should be administered. 

We strongly commend the paper of our compatriots 
from Alabama who have presented to you the work of 
the T. C. I. Hospital in Birmingham. It has been my 
privilege to observe the work of this institution, and 
these gentlemen have surrounded their patients with all 
the safeguards necessary to continue the work of con- 
tinuous or single injections of spinal anesthesia in 
cesarean section. Dr. Arnell did not tell us how many 
of his ethylene babies born of cesarean section had to 
be resuscitated. We are told by Dr. Stander in his 
“Williams Obstetrics” that the mortality of the babies 
of the country, as a whole, delivered by cesarean sec- 
tion, is 12 per cent. The fatality of the mothers is 
4 per cent. 

We have presented to you a supplementary group 
of cases, emphasizing the work of the essayist, showing 
that a considerable number of cases can be so managed 
without maternal or fetal death. However, we should 
like to emphasize one point; which Dr. Arnell’s dis- 
cussion has probably emphasized also. Certainly phy- 

sicians need to know more about spinal anesthesia in 
cesarean section and in surgery before they use it. We 
have been told by certain groups to use 75 to 100 mg. 
of procaine for a single cesarean section. We have 
utilized 15 mg. of procaine for 25 cesarean sections. 
For the birth of the quadruplets I selected 40 mg. of 
Procaine, and instead of giving a second dose, I with- 
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drew 3 c. c. when I saw that the level was ascending 
anatomically above the nipple in line of analgesia. 


We are convinced by our experience that there are 
new horizons to be developed in spinal anesthesia. It 
took surgeons twenty-five years to master it at the 
Mayo Clinic. In 1920 one spinal anesthetic was ad- 
minstered. In the Mayo Clinic in 1941 (twenty-one 
years later), 9,000 spinal anesthetics were administered. 
It has been our experience that patients who have 
been placed on the operating table with pneumonia, 
debility, or with diseases that could not possibly tol- 
erate a general anesthetic have gone back to their com- 
munities with their babies in good health because of 
the judgment that has been exhibited by the essayist 
of the morning. 


Dr. Henry J. Langston, Danville, Va—Two or three 
points should be brought out. The first one is with 
reference to race. The Negro race does not take to 
spinal anesthesia in my personal experience. I have 
been experimenting with spinal anesthesia since 1924, 
and every time I have used it on a Negress or a 
Negro male something has happened. I have used it on 
white people and it has worked beautifully. 

I can say with the last speaker that spinal anesthesia 
is one of the finest adjuncts to eliminate pain that has 
been discovered in the field of anesthesia. 


These gentlemen did not tell us anything at all 
about the preparation of the patient before cesarean 
section. I am going to throw this out for what it has 
been worth to me and for what it may be worth to you. 
I never give a cesarean section any premedication: no 
morphine, no atropine. If you will do that, whether 
you use low spinal anesthesia, whether you use in- 
filtration, or whether you use ether or any other form 
of anesthesia, your baby if alive and that mother has not 
been in labor too long, will cry, but if you give them 
morphine or hyoscine or atropine with it, then you 
are going to have to resuscitate the baby. 


The other point that I want to bring out is this: 
I have been using it for what it is worth to me. In 
case of placenta previa, abruptio placentae, or pre- 
mature separation, where there has been loss of blood, 
stay away from spinal anesthesia. The best thing that 
I have been able to use, and I got this suggestion from 
the late Dr. John Dunn, of Richmond, is ether. It seems 
to stop patients from bleeding. Now in using ether in 
cases of hemorrhage, the patient should have a transfusion 
before if possible. If you cannot do that, give the 
patient plasma immediately following operation, fol- 
lowed with whole blood. Do not give the patient 
any kind of hypodermic before cesarean section, whether 
you use general or spinal anesthesia. 


We develop prejudices about anything on earth. If 
we see something happen to a case of spinal anesthesia, 
we immediately turn against it. I have seen two instances 
in my life where a patient was being prepared for re- 
section under local anesthesia, and these were Negroes. 
One of the patients had been given just a little injec- 
tion. In about three minutes she toppled over dead. 
I might have said, “I will never use infiltration an- 
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esthesia.” Another one had a little growth on her 
tongue, a Negress, too. Using local anesthesia, I in- 
jected the stuff into the tongue to remove this growth 
and in about three minutes I got the jimmies so badly 
I thought I was going to have to leave my own office. 
In that case I would have been against local anesthesia. 
So let us keep our minds open about spinal or what- 
ever type of anesthesia, but do not give Negroes spinal 
anesthesia. 


Dr. Alfred Burnside, Columbia, S. C.—There is just 
one essential thing that I want to emphasize. In giving 
a continuous spinal for a cesarean section, your initial! 
dose should be small. Six milligrams of “pontocaine” is 
enough for any cesarean section, less if the patient is 
very ill. We use usually an aqueous solution of ‘“‘ponto- 
caine.” If we use the one-dose method and if the 
patient is a poor risk, we give her a smaller dose than 
for the average case: 0.4 c. c. of a 1 per cent solution, 
which is approximately 4 milligrams of “pontocaine.” 
Twelve milligrams of “pontocaine” is too much for an 
individual who has a large tumor in her abdomen which 
presses up on her lungs and interferes with respiration. 
It is much better to give smaller doses and give in a 
higher inner space. Mix anesthetic drug and _ spinal 
fluids thoroughly. 


Dr. Elliott (closing) —About the two maternal deaths: 
one was three days and the other ten days after opera- 
tion. Both had reacted fully from the anesthetic. There 
was no contraindication for spinal. Generalized peri- 
tonitis was the cause of these two deaths. 

I am sorry to say that I have no statistics available 
on the babies, but I cannot recall a case of a living 
baby at birth that was not ready to leave the hospital 
in fourteen days, if it was in the required weight range. 

In answering Dr. Langston: we have done between 
600 and 700 spinals a year for the past several years, 
and at least one-half of this number was done on 
Negroes. We have never observed that the Negro is 
more sensitive to spinal than the white man. I would 
like to know if anyone else has. 

As to sedation: we give “nembutal” or “seconal” sup- 
pository grains 2 and scopolamine grains 1/150 one 
hour before operation. No opiates are given before the 
operation, but “pantopon” grains 1/3 is frequently 
given after delivery of the baby. It is a good idea to 
see that the patient gets a good night’s rest prior to the 
operation. 

If there has been much bleeding and the patient is 
approaching shock, then spinal is contraindicated, un- 
less there are plenty of blood donors available for use 
before and after operation. We use cyclopropane the 
majority of the time when there is a contraindication 
to spinal. 

Dr. Burnside is absolutely right in using the smallest 
dose possible. We have not yet been able to reduce 
the dose of our spinal agent quite as much as he has. 
Our aim is still to improve the method just described 
in the paper. One last thought, and I quote from Heard: 
“He who denies the baby the safety of spinal an- 
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esthesia must accept the responsibility of protecting him 
from ether.” 


INTERCURRENT ECLAMPSIA* 


AN ANALYSIS OF 52 CONSECUTIVE PERSONAL CASES 

WITHOUT A MATERNAL FATALITY, WITH A SPECIAL 

NOTE ON THE TERMINATION OF PREGNANCY IN 
ANTEPARTUM ECLAMPSIA 


By Rupert E, ARNELL, M.D. 
and 
STEPHEN L. Watson, M.D. 
New Orleans, Louisiana 


The management of the pregnant state, as dis- 
tinguished from the eclamptic state, is a major 
problem in every instance of eclampsia in which 
labor fails to occur spontaneously during, or 
within a few hours after, the convulsive attack. 
How the problem is solved may prove the de- 
cisive factor in the outcome for both mother and 
child. 

When the patient goes into labor promptly she 
solves her own problem and the physician’s task 
is merely adjuvant. When she does not, he has 
the heavy responsibility of determining when 
and how to terminate the pregnancy. 

There is a general, and in our opinion an un- 
fortunate, tendency to empty the uterus promptly 
by artificial means, which are frequently sur- 
gical, in all cases of eclampsia in which the 
patient does not go into labor soon after the 
acute convulsive stage of her disease. Our own 
experience with intercurrent eclampsia is un- 
usually extensive because an important prin- 
ciple of our regimen of management of ante- 
partum eclampsia is not to interfere with the 
pregnancy for varying periods of time, the in- 
terval depending upon the circumstances of the 
individual case. 

It might be well to interpolate at this point 
that the term intercurrent eclampsia was pro- 
posed by Lichtenstein in 1911 to designate a 
condition in which pregnancy continues for a 
period of time after the eclamptic patient has 


*Read in Section on Obstetrics, Southern Medical Association. 
Thirty-Eighth Annual Meeting, St. Louis, Missouri, November 
13-16, 1944. 

*From the Department of Obstetrics and Gynecology, Louisiana 
State University, and Charity Hospital, New Orleans. 
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ceased to have convulsions. Lichtenstein him- 
self did not specify the length of the interval, 
and reports in the literature set it at periods 
ranging from 12 hours to 7 days. For the pur- 
poses of this discussion the interval between the 
final convulsion and delivery has been arbitrarily 
set at more than 3 days. 


Between January 1, 1939, and October 1, 1944, 
151 consecutive cases of all varieties of eclampsia 
were treated under our personal supervision, by 
a regimen basically the same throughout this 
period, with a gross fetal fatality rate of 24 per 
cent and with no maternal fatalities at all. So 
far as can be determined from an examination 
of the literature, this is the largest single series 
of cases of eclampsia to be reported without a 
maternal fatality. 


Seventy-nine of these patients comprise the 
antepartum group, and in 52 of these, 65.9 per 
cent, the disease, by Lichtenstein’s definition, 
was of the intercurrent variety. So far as can be 
determined from an examination of the literature, 
this is the largest proportion of intercurrent dis- 
ease in any reported series of cases of eclampsia. 

The purpose of this communication is chiefly 
to report and analyze 79 cases of antepartum 
eclampsia, of which 52 were intercurrent, and to 
set forth what we believe to be the basis of our 
good results in them. Although our chief em- 
phasis is upon the problems inherent in the man- 
agement of the pregnant state, as distinguished 
from the eclamptic state, this is but one phase of 
the regimen, and is likely to be misinterpreted 
without an understanding of the whole plan of 
therapy in antepartum eclampsia, which will 
therefore be briefly outlined.* Indeed, an un- 
derstanding of the whole plan is necessary to 
understand why so large a proportion of our 
cases of antepartum eclampsia became inter- 
current. 

Our therapeutic regimen is based upon (1) an 
ultraconservative concept of management, in 
which the dangers of overtreatment and of in- 
discriminate treatment as well as of undertreat- 
ment are evaluated; (2) constant (in the most 
literal sense of the word) observation of each 
eclamptic patient by an experienced medical and 


*The plan of management of all varieties of eclampsia is set 
forth in detail in “A Therapeutic Regimen for Eclampsia Based on 
r Series, of 142 Personally Conducted Cases without a Maternal 
atality.” Am. J. Obst. & Gyn., 49:49-75 (Jan.) 1945. 
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nursing staff throughout the entire course of 
treatment; (3) careful integration, which con- 
tinuous observation permits, of the various thera- 
peutic components into a regimen individualized 
for each patient, rather than their indiscriminate 
application as a standard routine of treatment. 
In this regimen the management of the pregnant 
state, particularly in regard to its termination, is, 
as already intimated, sharply distinguished from 
the management of eclampsia as such. 


PLAN OF MANAGEMENT OF ANTEPARTUM 
ECLAMPSIA 


The therapy of eclampsia is logically planned 
according to the stage of the disease. For this 
purpose antepartum eclampsia is arbitrarily di- 
vided into certain stages, which may vary widely 
and all of which, for obvious reasons, occur only 
when the disease becomes intercurrent. Although 
only five formal stages are recognized, terminat- 
ing with the period between delivery and the 
patient’s discharge from the hospital, it is well 
to emphasize at the beginning of the discussion 
that the eclamptic woman should be observed at 
frequent intervals during the remainder of her 
life and that adequate supervision and care are 
particularly essential during subsequent preg- 
nancies. 


MANAGEMENT OF THE CONVULSIVE STAGE 


The convulsive stage, which is the interval 
from the onset of convulsions to their complete 
control, is characterized clinically by convulsive 
seizures and hyperirritability alternating with 
coma, stupor and disorientation. The therapy of 
this stage includes (1) general measures, (2) 
sedation to control convulsions, (3) measures to 
promote hemodilution, diuresis and detoxifica- 
tion, and (4) special measures. 

(1) General Measures —The patient is put to 
bed in a quiet, darkened room. Complete medi- 
cal and obstetric examinations, unless definitely 
indicated, are deferred until sedation has become 
effective, since even apparently insignificant 
manipulations may precipitate further con- 
vulsions. She is protected against falls and other. 
injuries, preferably by bed guards or side boards, 
but never by forcible restraints, which are highly 
irritating. Jewelry, including rings, and false 
teeth, are removed. A mouth gag is inserted, 
with due care that neither patient nor attendant 
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is injured in the process. The tongue, if it falls 
back and interferes with breathing, is pulled well 
forward, and, if necessary, is held in that 
position. 

The head of the bed is elevated moderately, 
and at least once each hour the entire body is 
gently shifted to a new position. A suction ap- 
paratus, with catheter attached, is employed with- 
out delay to aspirate vomitus, blood, mucus, and 
fluid originating in pulmonary edema. Pure 
oxygen is administered by continuous flow 
through a nasal catheter, or, if cyanosis is 
marked, by means of a mask. 

A blood pressure cuff is kept continuously on 
the arm and the blood pressure is determined 
half-hourly until convulsions and coma are com- 
pletely controlled. A retention catheter is in- 
serted in the bladder and the urinary volume is 
determined hourly. A complete urinalysis is 
done as soon as an adequate specimen can be 
secured. 

Compatible blood is secured immediately, 
since transfusion may be required at any time 
to combat anuria, vascular collapse, hemorrhage 
or other complications not infrequently associated 
with the eclamptic state. 

(2) Sedation to Control Convulsions —Seda- 
tion is limited to the dosages necessary to term- 
inate convulsions, prevent their recurrence, and 
control extreme irritability. The rationale of 
this plan is clear: our personal experience has 
shown that when heavy sedation is employed, the 
blood pressure is lowered to dangerous levels, 
anoxemia and acidosis are aggravated, the ten- 
dency to cerebral and pulmonary edema is in- 
creased, stupor and coma are accentuated, and 
the urinary output is decreased. As a result, 
patients in profound drug stupor may develop 
serious and resistant complications. Heavy seda- 
tion also affects the child adversely. 

The following plan of sedation is carried out: 
as soon as the patient enters the hospital, mor- 
phine sulfate grains 1/4 and sodium phenobar- 
bital grains 5 are given subcutaneously. Fifteen 
minutes later, if convulsions are still occurring or 
if hyperirritability is marked, 20 c. c. of 10 per 
cent magnesium sulfate solution is injected slowly 
into a vein. If convulsions should persist, which 
they seldom do, after these measures have been 
given time to take effect, sodium “amytal” is 
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given intravenously in doses of 3 to 6 grains, 
or morphine is repeated in doses of 1/8 to 1/4 
grain. Prolongation of the sedative effect is 
secured by the use of sodium phenobarbital in 
doses of 1%4 to 5 grains, as necessary to control 
restlessness. Magnesium sulfate and morphine 
are not repeated unless convulsions recur or their 
recurrence seems imminent. 

(3) Measures to Promote Hemodilution, 
Diuresis and Detoxification —Intravenous fluids 
(dextrose solutions) are limited to the smallest 
amounts necessary to restore a Satisfactory 
urinary output. Our personal experience has 
been that the injudicious use of large quantities 
of fluid by vein may result in cardiac embarrass- 
ment and serious acute pulmonary edema, par- 
ticularly if the patient is heavily sedated. In- 
travenous dextrose therapy is therefore employed 
only on strict indications, is used only during 
the period the patient is unable to take sufficient 
fluid by mouth, and is discontinued if it is clearly 
producing no results. 

As soon as the diagnosis of eclampsia has been 
confirmed, (it should be emphasized that con- 
vulsions in a pregnant woman do not necessarily 
establish the diagnosis), a patient with evidences 
of pulmonary edema is given from 50 to 150 c. c. 
of 50 per cent dextrose solution in distilled water, 
and a patient with evidences of dehydration, 
which may be present despite edema, is given 
1,000 c. c. of a 5 or 10 per cent solution. The 
usual patient who presents neither of these ab- 
normalities is given 500 c. c. of 20 per cent solu- 
tion, the administration covering a period of 
about 50 minutes. If at the end of 4 hours the 
urinary output has averaged less than 20 to 30 
c. c. per hour, an additional 300 c. c. of 30 per 
cent dextrose solution or an additional 50 c. c. 
of 50 per cent solution is given. Blood or plasma 
transfusions are used if oliguria is persistent or 
if anuria develops. 

(4) Special Measures.— Venesection, mer- 
curial diuretics, and powerful vasodilator drugs 
are never employed. Spinal drainage, however, 
is carried out if marked cerebral irritation is 
evident, and usually produces spectacular im- 
provement in maniacal or comatose patients. 


MANAGEMENT OF THE POSTCONVULSIVE STAGE 


The postconvulsive stage, which is the interval 
between the final convulsion and the return of 
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full consciousness, is characterized clinically by 
coma, semi-coma and restlessness, without con- 
vulsions. The coma or semi-coma which follows 
the final convulsion usually passes over imper- 
ceptibly into a period of stupor and lethargy, 
punctuated with episodes of hyperirritability but 
ending in gradual clinical improvement. It is not 
free from danger in itself, though this fact is not 
generally realized, and its inherent dangers are 
increased by the too free use of hypnotic drugs 
and intravenous fluids. The termination of 
pregnancy, either by induction of labor or 
cesarean section, immediately after convulsions 
have ceased is particularly dangerous and is based 
on the mistaken concept that the control of 
convulsions is equivalent to the control of the 
eclamptic process. The therapy of this stage 
includes (1) general measures and (2) sedation 
and the administration of fluids. 


(1) General Measures.—Constant observation 
is maintained. The head of the bed is further 
elevated, and the height is changed at frequent 
intervals. The patient’s position is changed fre- 
quently by an attendant until she is able to move 
about the bed herself. The nasal administration 
of oxygen is continued, and material is aspirated 
from the throat as necessary. 


Blood pressure and urinary output are de- 
termined at hourly intervals. A detailed obstetric 
examination is made as soon as the patient’s 
condition permits. 


A large dose of magnesium sulfate is given 
by mouth as soon as the patient is able to swal- 
low, and is followed in 4 hours by a cleansing 
enema. 


(2) Sedation: and the Administration of 
Fluids —As in the first stage of the illness, seda- 
tion is strictly limited. The administration of 
phenobarbital in doses of 1.5 to 3 grains at 3- to 
6-hour intervals is usually sufficient to prevent 
the recurrence of convulsions. If, however, con- 
siderable cerebral irritation is still evident, intra- 
venous magnesium sulfate should be repeated. 

The continued use of dextrose by vein may 
be necessary early in this period, but as a rule 
fluids can be given orally, especially if sedation 
is limited. As soon as the swallowing reflex has 
returned, highly sweetened fruit juices are ad- 
ministered, in minimum amounts of 200 c. c. 
hourly. Water, coca cola, milk, coffee, tea and 
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beer may be taken as part of the hourly intake if 
desired. Copious diuresis and clinical improve- 
ment are frequently observed a few hours after 
the oral intake of fluids is begun, even in patients 


whose response to parenteral dextrose therapy 


has not been satisfactory. 


MANAGEMENT OF THE CONTROLLED-ECLAMPTIC 
STAGE 


The controlled-eclamptic stage, which is the 
interval of convalescence and improvement be- 
tween the postconvulsive stage and the onset of 
labor, is usually characterized by definite 
amelioration or complete disappearance of acute 
toxic manifestations, though there may be an 
occasional abrupt recurrence of fulminating 
symptoms. The management of this stage de- 
termines the proportion of intercurrent disease 
in every series of cases of eclampsia, and also 
determines in the individual case how long the 
interval from convulsions to delivery will be. 


Toward the end of the postconvulsive and in 
the first part of the controlled-eclamptic stage 
the patient, if her response to treatment has been 
satisfactory, may be drowsy, but she can be 
aroused and she is usually fairly well oriented. 
Very little sedation is required and large quan- 
tities of fluids are being taken by mouth. The 
urinary output, even when diuresis is not free, 
maintains a safe relationship to the intake. Pro- 
teinuria disappears, at first slowly and later at 
a more rapid rate. Edema slowly disappears. 
The systolic blood pressure is stabilized in the 
range between 140 and 170, and the pulse pres- 
sure is approximately normal. 


There is considerable variation in the rapidity 
and extent of improvement in this stage. Residual 
mild headaches and visual disturbances may con- 
tinue for a time, but more often the only notable 
abnormality is some degree of lethargy. Im- 
provement, though usually gradual, is noticeable 
from day to day, and several days after the con- 
vulsive attack the patient’s status usually sug- 
gests only a mild pre-eclampsia. Some subjects, 
indeed, would be considered normal if the his- 
tory of convulsions were withheld. Spectacular 
improvement is sometimes observed immediately 
subsequent to the convulsions, but even when im- 
provement is gradual many patients are so well 
that it is difficult to keep them in bed. 


The management of the controlled-eclamptic 
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stage includes (1) general measures, (2) special 
examinations, and (3) special measures, and most 
important, (4) the termination of the pregnancy. 

(1) General Measures—No matter how well 
she may seem, it is imperative that the eclamptic 
patient be kept in the hospital following control 
of her seizures, and that she be kept in bed until 
she becomes normal in all respects, at which time 
bathroom privileges are permitted. 

Continued constant observation during this 
period is essential. An experienced physician 
visits the patient at least twice daily, taking time 
each visit to review the chart and to elicit from 
the patient herself even apparently minor symp- 
toms. In his absence she is under the continuous 
observation of a trained nursing and resident 
staff, the members of which are fully aware of 
the possibility of adverse changes and of their 
manifestation. Time, trouble and expense are 
implicit in this requirement, but they are neces- 
sary factors in the satisfactory management of 
intercurrent eclampsia. 

(2) Special Examinations. — Blood pressure 
determinations are made at 4-hour intervals 
when the patient is awake, unless indications 
exist for more frequent determinations. Accurate 
volumetric determinations of the fluid intake 
and urinary output are recorded at 8-hour in- 
tervals, since oliguria or anuria may develop 
rapidly. Qualitative and quantitative determina- 
tions of urinary albumin are made daily on sam- 
ples of the 24-hour volume of urine, and micro- 
scopic examination of the sediment of a catheter- 
ized specimen is carried out every 3 or 4 days. 
The patient is weighed daily and the body 
weight, fluid intake and urinary output are 
roughly correlated to estimate the water balance 
of the body. A daily hematocrit demonstrates 
possible tendencies toward hemoconcentration 
or hemodilution. 

Other special examinations, such as ophthalmo- 
scopic examinations, electrocardiographic studies, 
and tests of renal and hepatic function, should 
be made as indicated. On the whole, however, 
they are of so little value from any standpoint, 
particularly if not made serially, that lack of 
facilities for their performance cannot be ac- 
cepted as a valid excuse for inadequate treatment 
of, or poor results in, eclampsia. 

(3) Special Measures —Fluids are given only 
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by mouth unless some special indication develops 
for the resumption of parenteral dextrose therapy. 
The daily fluid intake is maintained at 4,000 
c. c. or over, though patients frequently take 
much larger quantities, and urinary outputs of 6 
to 8 liters per day are correspondingly frequent.. 
A high protein diet is prescribed, which contains 
2,000 calories per day and provides approxi- 
mately 100 grams of protein. Formerly no salt 
was permitted, but recently small amounts have 
been allowed, not exceeding 6.0 grams per day. 
We have noted no adverse effects, and the 
patients have responded by improvement in 
appetite. 

A saline cathartic is given every third morn- 
ing. Phenobarbital in doses of 114 to 3 grains 
is given nightly to ensure sufficient rest, but in 
the abscence of indications it is withheld during 


- the day. As in other stages, over-sedation is 


avoided. 

(4) Termination of Pregnancy. — Radical 
treatment, in which the child is forcibly delivered 
during the convulsive stage, in the hope of stop- 
ping convulsions, is now universally condemned. 
On the other hand, as has already been men- 
tioned, it is still common practicé, as soon as 
convulsions are apparently controlled, to induce 
labor by irritating if not actually traumatic pro- 
cedures, and to resort to abdominal section if 
these methods are not promptly successful. This 
unphysiologic practice, in our opinion, is re- 
sponsible in no small measure for a definite num- 
ber of maternal and fetal deaths. The termina- 
tion of pregnancy is an essential feature of the 
plan of management which we advise for ante- 
partum eclampsia, it is true, but it is essential 
that it be accomplished at the optimum time and 
by the simplest possible method. Nothing that 
has been said, however, should be interpreted to 
mean that we advocate any measure intended 
to prevent or halt the spontaneous onset of 
labor, regardless of the stage of eclampsia at 
which it ensues. 


Our experience has been that if labor does 
not ensue spontaneously it is usually to the ad- 
vantage of both mother and child to defer the 
termination of pregnancy for a period of time 
after eclampsia is definitely controlled. From the 
standpoint of the mother, delay affords an op- 
portunity for her to attain maximum improve- 
ment before the strain of labor and delivery is 
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superimposed upon the strain which she has 
already endured. Delay also permits the induc- 
tion of labor with minimum trauma, by progres- 
sive gentle stimulation which culminates in a 
normal mechanism of parturition, whereas fa- 
talities are not uncommon when induction is 
carried out by such methods as bag, bougie or 
packing, or when cesarean section is performed 
on a toxic subject. An additional advantage of 
delay is that the patient often goes into labor 
spontaneously during the period of waiting. 

The child’s chances, like the mother’s, are 
better if recovery from the acutely toxic ma- 
ternal state is permitted, as well as recovery from 
the effects of sedation by which that state was 
controlled. Traumatic procedures, whether to 
induce labor or to hasten delivery, affect the 
fetus adversely. Finally, the nearer the pre- 
mature child approaches maturity the better are 
its chances of life. 

Pregnancy should be terminated without de- 
lay, on the other hand, in patients who do not 
show a satisfactory response to therapy or who 
suffer a relapse which is not promptly controlled. 
Unless obstetric indications for abdominal de- 
livery exist, induction of labor with vaginal de- 
livery is the general rule in such cases. 

We do not, of course, favor the indefinite 
postponement of induction of labor if spon- 
taneous labor does not ensue within a reasonable 
time. Indeed, if the patient is in good condition 
and close to term, there are actual indications 
for reasonably prompt induction. Medical in- 
duction is not infallible but rather is a slow 
process, often requiring several repetitions be- 
fore it is successful, and hurried attempts to 
empty the uterus if adverse changes should 
occur would be very undesirable. 

The simplest method of medical induction is 
as follows: At 6:00 a.m. the patient is given 
1% ounces of 50 per cent solution of magnesium 
sulfate by mouth. At 10:00 a.m. she is given a 
large, high, hot soapsuds enema, which she re- 
tains for several minutes. At 2:00 p.m., if no 
contractions have occurred, 0.5 minim of pitocin 
is injected subcutaneously, and the injection is 
repeated every 20 minutes, each time in an 
amount 0.5 minim greater than the preceding 
dose, until rhythmic contractions ensue or until 
a maximum dosage of 3 minims has been reached. 
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If the first induction fails the attempt is repeated 
every 24 or 48 hours, for even unsuccessful 
attempts soften and shorten the cervix and in- 
crease uterine irritability until labor finally 
sets in. 

If these simple measures fail and greater haste 
seems indicated, the vagina is cleansed with 
green soap, the cervix is slowly and gently 
stretched until it admits at least one finger, 
and the membranes are then stripped from the 
lowe’ uterine segment. If contractions do not 
occur within 2 hours, a course of pitocin is 
begun. Rupture of the membranes is seldom 
necessary. 


MANAGEMENT OF THE 
POSTECLAMPTIC-PARTURIENT STAGE 

The posteclamptic-parturient stage, which in- 
cludes the period of labor and delivery, presents 
few problems if labor is delayed until the patient 
has completely recovered from the effects of 
eclampsia. If, however, labor begins spon- 
taneously or if induction must be carried out 
before toxemia is controlled, the management 
of this stage sometimes taxes the judgment and 
skill of the most experienced obstetrician. Re- 
gardless, however, of how or when the pregnancy 
terminates or is terminated, certain precautions 
should be observed at this time to prevent the 
recurrence of convulsions or the development of 
other serious complications. 

Constant watchfulness, as usual, is the basis 
of management. Blood pressure and urinary 
output are checked at frequent intervals. Suf- 
ficient sedation is given to control restlessness, 
but over-sedation is avoided. Fluids and nutri- 
tion must be adequate. 

Operative procedures, whether vaginal or ab- 
dominal, are held to a minimum, to avoid the ill 
effects of unnecessary trauma, anesthesia, blood 
loss and infection in these highly suceptible sub- 
jects. The chief indication for operative vaginal 
delivery is prolongation of the second stage of 
labor, with possible jeopardy to both mother 
and child, and abdominal section is seldom per- 
formed except on strict obstetric indications. We 
regard any variety of anesthesia except local in- 
filtration as dangerous and make no exception 
of the caudal technic. 
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MANAGEMENT OF THE 
POSTECLAMPTIC-POSTPARTUM STAGE 


The posteclamptic-postpartum stage, which is 
the period between delivery and the patient’s 
discharge from the hospital, demands continued 
precautions. The successful termination of labor 
never terminates the need for careful manage- 
ment of an eclamptic patient. Convulsions may 
recur following delivery, either immediately or 
as long as a week later, and such complications 
as peripheral vascular collapse and postpartum 
hemorrhage are by no means unusual. 

As soon as the patient is prepared for delivery 
an intravenous infusion of 500 c. c. of 20 per 
cent dextrose solution is begun, to prevent shock 
and collapse as the child is born, and morphine 
is administered as soon as delivery is completed. 

The blood pressure and urinary output are 
checked regularly throughout the period of hos- 
pitalization, and mother and baby are kept in 
the hospital for minimum of 10 days, and prefer- 
ably for 14 days. 

The patient is required to return at regular 
intervals to the postpartum clinic, and when she 
is finally discharged, it is impressed upon her that 
she should submit herself to examination at reg- 
ular intervals during the remainder of her life, 
especially if she should again become pregnant. 


ANALYSIS OF FIFTY-TWO CASES 
OF INTERCURRENT ECLAMPSIA 


The plan of therapy just outlined has been 
carried out, as previously mentioned, in 79 con- 
secutive cases of antepartum eclampsia, 52 of 
which (65.9 per cent) represent the intercurrent 
group, the criterion of classification being arbi- 
trarily set as delivery more than 3 days after 
the acute attack (Table 1). Our conservative 
attitude in regard to the termination of preg- 
nancy is reflected in the unusually high incidence 
of intercurrent eclampsia in this series, as well 
as in the length of the interval. In 26 patients, 
32.9 per cent, the interval exceeded 7 days, and 
in 13 cases, 16.4 per cent, it exceeded 10 days. 
To complete the record, it might be added that 
20 of the 27 patients who delivered within the 
3-day interval after the attack went into labor 
spontaneously, medical induction was carried out 
in 6, and cesarean section was performed in the 
remaining case on the indication of toxemia 


per se. 
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Classification on Basis of Severity of Disease. 
—If therapy is to be properly evaluated as to its 
effectiveness, eclamptic patients must be graded 
on the basis of the severity of their disease. For 
this purpose we prefer the criteria proposed by 
Dieckmann, which include the presence of one or 
more of the following findings: (1) more than 
10 convulsions; (2) coma; (3) temperature over 
102° F.; (4) pulse rate over 120; (5) respira- 
tory rate over 40; (6) cardiovascular impair- 
ment; (7) failure to respond satisfactorily to 
treatment. 

On the basis of these criteria 19 patients, 36.5 
per cent, were classified as having severe grades 
of eclampsia (Table 2). The proportion of severe 
grades was highest in the group of women who 
delivered in the 4-5 day interval, but almost a 
third of those who did not deliver for more than 
10 days also presented severe disease. 

These data seem to refute the contention fre- 
quently advanced that emptying of the uterus 
may occasionally be deferred in patients with 
mild grades of eclampsia but must always be 
done promptly in patients with severe grades 
of disease. 


Data Concerning the Convulsive Attack—The 


TIME INTERVAL FROM THE FINAL CONVULSION TO 

DELIVERY IN 79 CASES OF ANTEPARTUM ECLAMPSIA, 

52 OF WHICH WERE REGARDED AS INTERCURRENT 

(DELIVERY MORE THAN THREE DAYS AFTER THE 
ACUTE ATTACK) 


Number Cumulative 
Time Interval of Cases Per Cent Per Cent 
12 hears 2 2.5 
6 7.6 10.1 
5 6.3 16.4 
49-72 hours 14 17.7 34.1 
12 15,2 49.3 
14 17.7 67.0 
13 16.5 83.5 
7 8.9 92.4 
6 7.6 100.0 
16 days - | 
19 days 
1 
Total 79 100.0 


Table 1 
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number of convulsions ranged from 1 to 22, and 
9 patients, 17.3 per cent of the total group, had 
more than 10. Aithough the number of con- 
vulsions is usually an index of the severity of 
the disease, a few patients who had one or two 
convulsions were more resistant to treatment 
than a patient who had 22 convulsions but who 
delivered a live child and who has presented no 
abnormal sequelae on subsequent examinations. 

The efficacy of the measures outlined for the 
management of the convulsive stage of eclampsia 
is evident in the rapid and permanent control of 
convulsions achieved by them. Twenty-five per 
cent of the patients in this group had no more 
convulsions after treatment had been instituted, 
and convulsions were permanently controlled in 
almost half of the cases within 30 minutes after 
it had been begun (Table 3). Furthermore, no 
patient in the intercurrent group had a recurrence 
of convulsions during the waiting period, or 
during or after labor. 


These data seem to refute the contention fre- 
quently advanced that prompt emptying of the 
uterus should be carried out because convulsions 
are likely to recur suddenly several days after 
the initial attack has apparently been controlled. 


Termination of Pregnancy.— The policy of 
watchful expectancy resulted in the spontaneous 
onset of labor in 50 per cent (26) of 52 cases 
of intercurrent eclampsia which make up this 
series (Table 4). Labor also ensued spon- 
taneously in 62 per cent of the cases (by a coin- 
cidence, also 26) in which delivery did not occur 
until 8 days or longer after convulsions had been 
controlled. 


Although induction of labor was carried out 


CLASSIFICATION OF 52 CASES OF INTERCURRENT 
ECLAMPSIA 


Grade 


Time Mild Severe 
Interval No. PerCent No. -PerCent No. PerCent 


ARNELL AND WATSON: INTERCURRENT ECLAMPSIA 


393 


in 26 cases, it was required in only 5 of these 
because the patient failed to show a satisfactory 
response to therapy or presented a relapse, 
usually mild, which could not be promptly con- 
trolled. In the remaining 21 cases it was an 
elective procedure, which was considered advis- 
able because the patient was in excellent con- 
dition and close to term. 

Simple medical induction of labor was suc- 
cessful in 14 of the 26 cases in which it was 
carried out, though not always on the first 


TIME REQUIRED TO CONTROL CONVULSIONS AFTER 
THERAPY IN 52 CASES OF INTERCURRENT ECLAMPSIA 


Time Interval 


Over 
4-5 Days 6-7 Days 8-10Days 10Days Cumula- 
Per Per Per Per tive 


No. Cent No. Cent No. Cent No. Cent Per Cent 


None after 

institution 

of treat- 

ment _.... § 41.7 2 14.3 3 23.0 3 23.0 25.0 
Within 30 

minutes 3 21.4 4 30.9 5 38.3 48.0 
Within 45 

minutes .2 16.7 3’ 23.0 2 15.5 67.2 
Within 60 

minutes .3 25.0 2 1835 80.7 
Within 2 

hours _.... 1 8.3 3 21.4 1 7.7 90.3 
Within 4 

hours _.. 1 7.7 94.1 
Over 4 

hours 1 8.3 2 143 100.0 


Total..12 100.0 14 100.0 13 100.0 13 100.0 


Table 3 


TYPE OF ONSET OF LABOR IN 52 CASES OF 
INTERCURRENT ECLAMPSIA 


Number of Cases 
Time Induction of Labor 


Interval Spontaneous Elective Required Total Cases 


4-5 days 12 23.1 7 58.3 5 41.7 
6-7 days 14 26.9 9 64.3 5 35.7 
8-10 days __13 25.0 8 61.5 5 38.5 
Over 10 days_13 25.0 9 69.2 4 30.8 


.............. + 5 3 12 
6-7 days —...- 6 7 1 14 
8-10 days ...... 9 4 13 
Over 10 days ..... 7 5 1 13 


Total 52 100.0 33 63.5 19 36.5 


26 50% 21 40% 5 10% 52 


Table 4 
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attempt; 2 patients required 2 inductions each, 
5 required 3 each, 1 required 4, and 2 required 
5 attempts each. The attempts were successful 
within 24 hours in 20 per cent of the cases, 
within 48 hours in 35 per cent, and within 72 
hours in 61 per cent. 

Mechanical induction of labor was regarded 
as indicated in 12 cases in which simple medical 
induction was not successful. In 9 of these 
cases the membranes were stripped and in 3 
they were artificially ruptured. In no instance 
was it necessary to terminate pregnancy by 
abdominal section without first attempting in- 
duction of labor. 

These data seem to refute the contention fre- 
quently advanced that rapid emptying of the 
uterus is often necessary during the intercurrent 
period because of sudden adverse changes in the 
patient’s condition. 


Labor and Delivery.—Labor was surprisingly 
brief in most of the 50 cases in this series in 
which vaginal delivery occurred. Though the 
range was from 0.5 to 33 hours, the average was 
only 6.1 hours. The shortest labors occurred in 
patients who did not deliver for 8 days or more 
after the convulsive attack, probably because 
these women had had the longest time to recover 
from acute toxemia and the effects of therapy 
instituted to control it, and because there was 
time for the cervix to become ripe and the uterus 
irritable. 

As might be expected whenever the normal 
mechanism of labor is permitted to occur, nat- 
ural spontaneous delivery occurred in 44 patients, 
84.6 per cent, of the 52 with intercurrent 
eclampsia (Table 5). The lowest incidence of 
operative delivery, 7.7 per cent, was in the group 
in which delivery occurred on the eighth day or 
later, and operative intervention was not neces- 
sary in any of the patients in whom delivery 
occurred after 10 days. Cesarean section was 
necessary only twice (3.8 per cent), once on the 
indication of dystocia and once on the indication 
of fulminating toxemia. 

These data also seem to refute the contention 
frequently advanced that many patients with 
controlled eclampsia require immediate empty- 
ing of the uterus by operative measures, and that 
it is therefore not safe to permit the disease to 
become intercurrent or to continue as such. 
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Maternal Results—The fact that there were 
no maternal deaths in the entire series of 151 
consecutive cases of all varieties of eclampsia we 
attribute to our strict adherence to a conservative 
plan of therapy, of which a major component is a 
conservative attitude regarding the termination 
of pregnancy in antepartum eclampsia. We have 
ourselves little doubt that earlier intervention 
would have resulted in some fatalities in the 52 
intercurrent cases under discussion. 

The morbidity for the intercurrent series, 
based on accepted criteria of morbidity, was 
17.3 per cent. The rate was highest (25 per 
cent) in the patients who delivered in the 4-5 day 
interval, and was lower by half (11.9 per cent) 
in patients who delivered on the eighth day or 
thereafter and who had completely recovered 
from the acute phase of the disease. 

These data seem to refute the contention fre- 
quently advanced that prompt emptying of the 
uterus is necessary in eclampsia from the stand- 
point of the mother’s welfare. 

Fetal Results—Fifty-five babies were born 
to the 52 mothers in this series. Although 12 
(21.8 per cent) died, the salvage from 3 twin 
pregnancies fortunately permitted 42 women to 
leave the hospital with living children (Table 6). 

Infant survival (12 of 13 babies) was highest 
in the group of mothers who did not deliver un- 
til the eleventh day or later after the termina- 
tion of convulsions (Table 6). The birth weights 
in the surviving group, even after the waiting 


METHODS OF DELIVERY IN 52 CASES OF 
INTERCURRENT ECLAMPSIA 


Time Interval 


Per 


4-5 6-7 8-10 Over10 Centof 
Days Days Days Days total Cases 
Cesarean Section -.. 1 1 3.8 
Vaginal Delivery —_.. 12 13 12 13 96.2 
Spontaneous _...... 10 10 11 13 84.6 
Breech extraction 1 
Version and 
extraction —...... 1 
Embryotomy 1 
12 14 13 13 100.0 
Table 5 


= 


Vol. 38 No. 6 


period, averaged only 4.8 pounds, and the 2 
babies who delivered after the longest intervals, 
22 and 38 days, weighed only 4.5 and 3.6 pounds 
respectively. It is therefore reasonable to assume 
that the incidence of survival was improved by 
the waiting period. Incidentally, the fatality 
rate of 46.4 per cent (13 of 28) among the chil- 
dren born to the 27 mothers who delivered 
within 3 days of the termination of convulsions 
was more than double that of the intercurrent 
group (21.8 per cent). 


Only 1 of the 12 children who died was 
mature, and in this case no definite cause of 
death could be found; the mother went into labor 
spontaneously on the sixth day after the last 
convulsion and delivered after a 5-hour labor, 
but the child, though born alive and apparently 
in good condition, died within 48 hours. 

Of the other 11 babies who died, 5 were still- 
born and all were either premature or previable. 
Of the stillborn babies, one was dead when the 
mother entered the ht: —_.| but was not delivered 
until the fifth day a. er the termination of con- 
vulsions, and another, which weighed 3.2 pounds, 
died during labor, which occurred on the thir- 
teenth day. The other 3 stillborn babies died 
in utero during the waiting period. The first died 
on the second day after the termination of con- 
vulsions, was delivered on the eighth day, and 
weighed 4.2 pounds. The second died on the 
third day, was delivered on the ninth day, and 
weighed 3.0 pounds. The third died on the sixth 
day, was delivered on the seventh day, and 
weighed 4.7 pounds. It is doubtful that any of 
the 5 stillborn children could have survived the 
maternal toxicity or the trauma incident to 
earlier attempts at delivery. 


FETAL RESULTS IN 52 CASES OF INTERCURRENT 
ECLAMPSIA 


Time Total Died Survived 
Interval Cases Stillborn Neonatal Number Per Cent 


3 11 78.5 

6-7 days 15 2 3 10 66.7 
8-10 days... 13 2 1 10 76.9 
Over 10 days 13 1 12 92.3 
ee: 5 7 43 78.2 


*Includes 3 pairs of twins. 
Table 6 
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These data seem to refute the contention fre- 
quently advanced that the child’s chances of sur- 
vival are usually too small to balance the risk to 
the mother in permitting the pregnancy to 
continue. 


Follow-Up.—tThirty-eight of the 52 patients 
with intercurrent eclampsia have been observed 
to date at intervals varying from 6 months to 5 
years after their attacks (Table 7). Fifteen were 
studied in the clinic, with particular reference 
to complete physical examination, blood pressure 
determinations and urinalyses. The other 23 
were admitted to the hospital, where the same 
examinations were supplemented by blood chemi- 
cal determinations, tests of renal and hepatic 
function, electrocardiographic and electro-enceph- 
alographic studies, and studies of vasomotor 
lability. 

The only abnormalities revealed in any of these 
examinations were blood pressures persistently 
elevated above 140/90 and varying from 145/90 
to 170/110 in 3 women (7.8 per cent), who 
were regarded as having hypertensive vascular 
disease (essential hypertension). This is a strik- 
ingly low incidence of abnormality subsequent to 
intercurrent eclampsia, and it seems particularly 
significant that no deviations from the normal 
were observed in any of the women who delivered 
more than 10 days after the termination of 
their convulsions. Incidentally, one instance of 
hypertension was found among the 11 patients 
followed-up in the group (27) in which delivery 
occurred within 3 days of the termination of 
convulsions. 


These data seem to refute the contention fre- 


ABNORMALITIES IN BLOOD PRESSURE TO DATE IN 38 
(OF 52) CASES OF INTERCURRENT ECLAMPSIA 
FOLLOWED UP FROM SIX MONTHS TO 
FIVE YEARS 


Blood Pressure Per Cent 


Time Interval Cases Observed Elevated Abnormal 


1 12.5 
9 1 11.1 
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quently advanced that delay in emptying the SUMMARY AND CONCLUSIONS 
uterus after eclamptic convulsions definitely in- (1) A simple and conservative therapeutic 
creases the incidence of permanent vascular or regimen for antepartum eclampsia has been 
renal damage and other sequelae. presented, based upon (a) an ultra-conservative 


RESUME OF CLINICAL COURSE AND TREATMENT IN A TYPICAL CASE OF INTERCURRENT ECLAMPSIA 
(HOSPITAL NO. L-42-61068) 


Treatment 


Blood Clinical Condition 
Pressure 


Day Date 


Antepartum — 2 convulsions before 2:30 p.m. Morphine sulfate, %4 gr. 
2:30 p.m. 165/110 +++ admission, 1 on ad- Sodium phenobarbital, 5 gr. 
mission (subcutaneously) 


22, 3:00 p.m. 


145/90 50 +++ Semicomatose 3:00 p.m. Retention catheter 
casts Nasal oxygen 


Glucose (20 per cent) 500 c. c., 


4:00 p.m. 150/100 15 Face ++ 4:00 p.m. 
intravenously 


6:00 p.m. 170/110 135 +++ Stuporous, irritable 6:00 p.m. Magnesium sulfate (10 per cent) 
0 c. c., intravenously 
6:45 p.m. 145/90 Restless 6:45 p.m. Phenobarbital, 3 gr., subcutaneously 


8:00 p.m. 165/115 315 Sleeping, quiet 
10:30 p.m. 148/98 65 Conscious, drowsy 10:30 p.m. Force fruit juice orally when awake 


12:00 M. 145/105 130 ++ Rational when awake 


8/22/44 
3:30 am. 165/115 1145 Vision poor 


21. 8:00 a.m. 150/90 830 ++ Mild headache Diet: Protein 100 gm., salt poor 
Fluids: Forced to 5000 c. c., orally 


Sedation: Phenobarbital p.r.n., orally 


12:00 N. 145/110 1370 ++ 


12:00 M. 140/90 1690 Cooperative Elimination: Magnesium sulfate, orally 
24-hour fluid intake 5480 c. c. 


Vision improved Intake 6000 c. c. 


0. 145/100 


8/23/44 


Intake 6880 c. <. 


7. 8/26/44 140/90 7500 0 0 No complaints 


Out of bed Intake 7920 c. 


8/30/44 


125/80 


Intake 6020 c. c. 


Excellent 


9/11/44 130/95 


Intrapartum 9/12/44 125/85 5600 0 0 Labor: Spontaneous, Delivery: Spontaneous, episiotomy, under local 
anesthesia, morphine and intravenous glucose 


11 hours 
Baby: Alive, 4% Ibs. after delivery 


Postpartum 
1 Intake 3460 c. ¢. 


9/13/44 130/95 5650 0 0 Mother and baby in 
good condition 


10. 9/22/44 120/80 0 0 Same Discharged from hospital 


42. 10/24/44 115/70 ‘Nocasts 0 0 Mother and baby in Electrocardiogram negative 
No RBC excellent condition. Ocular fundi negative 
Baby weighs 8% Ibs. Electroencephalogram normal 


Table 8 
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concept of management, in which the dangers of 
over-treatment and of indiscriminate treatment 
as well as of under-treatment are evaluated; 
(b) constant observation of each eclamptic pa- 
tient by an experienced medical and nursing staff 
throughout the entire course of treatment; (c) 
careful integration, which continuous observa- 
tion permits, of the various therapeutic com- 
ponents into a regimen individualized for each 
patient, rather than their general application as 
a standard routine of treatment. 


(2) In this regimen the management of the 
pregnant state is sharply distinguished from the 
management of eclampsia as such. This phase 
of the regimen includes (a) delay in the induc- 
tion of labor, unless labor ensues spontaneously 
or the response to therapy is unsatisfactory, un- 
til maximum recovery from the acute stages 
of toxemia has taken place; (b) induction of 
labor at the optimum time and by the simplest 
possible method, with repetitions of medical in- 
duction if the first attempts are not successful; 
(c) limitation of operative intervention to the 
irreducible minimum and to  non-traumatic 
methods; (d) limitation of analgesia to local in- 
filtration. Abstinence from traumatic methods 
of induction of labor and of delivery is regarded 
as of supreme importance. 

(3) In the last 5% years a basically similar 
regimen has been employed in 151 personally 
supervised cases of all varieties of eclampsia, 
with a gross fetal fatality rate of 24 per cent 
and with no maternal fatalities at all. So far 
as can be determined, this is the largest series 
recorded in the literature without a maternal 
death. 

(4) Of the 79 cases of antepartum eclampsia 
in this series, 52 became intercurrent, being 
classified as such because delivery did not occur 
until after an (arbitrarily set) interval of more 
than 3 days after the termination of convulsions. 
The period between the final convulsion and 
delivery was 8 days or more in 26 patients, and 
11 days or more in 13 patients. The unusually 
high proportion of intercurrent cases and the 
length of the interval are a reflection of the 
conservative attitude toward the termination of 
pregnancy after the acute attack. 


(5) A detailed analysis of these 52 cases 
reveals the advantages of this policy of con- 
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servatism and readily refutes the objections most 
commonly advanced against it. 


(6) It is granted that the regimen advocated 
implies continued hospitalization and constant 
care and supervision of the patient, and that it 
frequently causes anxiety both to the patient 
and to her family, who may not comprehend 
its basis. On the other hand, it is not felt that 
these are valid reasons for routine termination 
of pregnancy after the eclamptic attack, es- 
pecially when they are weighed against the 
proven maternal and fetal salvage inherent in 
the more conservative policy set forth in this 
communication. 


A detailed case report is appended (Table 8), 
which may clarify the plan of management in a 
typical case of intercurrent eclampsia. 


DISCUSSION (Abstract) 


Dr. E. Lee Dorsett, St. Louis, Mo—I heartly agree 
with the speaker in his conservative treatment of 
eclampsia. In 1927, Dr. Otto Schwarz and I began 
the treatment of the convulsion in eclampsia with the 
intramuscular injections of a 25 per cent solution of 
magnesium sulphate. My first series contained eighty-six 
cases and of this number only three were lost. In the 
next series of one hundred and eighty-nine cases re- 
ported by Dr. Schwarz and me, we had a mortality 
around 8 per cent. Following our work, Dr. William 
Dieckmann took up this method of treatment and 
elaborated upon it. 

When the treatment was first started, 20 c. c. of a 
25 per cent solution was given deep in the buttocks 
but as this was given every one to two hours, it was 
felt that it might have a depressing effect upon the 
patient, so the dose was lessened and the interval 
increased. 

Drugs for sedation I feel should not be used in the 
very toxic cases; morphine and the barbituates have a 
tendency to exaggerate the toxic condition of these 
patients. 

It is felt that good judgment should be used as to 
what cases require the use of glucose, also as to what 
per cent to use. Cases that have a large amount of 
edema require high concentrations and smaller doses 
while those having little or no edema can be given 
larger amounts and a higher concentration. I have 
seen two cases die of pulmonary edema while a 
glucose solution was being administered. Another case 
nearly died and would have, had not the glucose solu- 
tion been immediately stopped. 

Spinal puncture can be used but in most cases is 
not necessary and besides it has its dangers. 


Eclamptic cases do not tolerate operative delivery; 
even a case delivered spontaneously, may develop post- 
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partum shock. Cesarean section is always an added 
risk to an eclamptic patient since we may have surgical 
shock plus post-partum shock. 


Dr. H. H. Ware, Richmond, Va—Dr. Arnell has re- 
ported a group of eclamptic patients with an unusually 
low maternal mortality rate. 

I would like to ask him how much SO per cent 
glucose solution he thinks it is safe to use intravenously 
in the presence of pulmonary edema. I do not think 
that we can estimate correctly in the presence of ex- 
tensive edema the increase in the volume of fluid in 
the blood stream that may be brought about by the 
intravenous use of hypertonic solutions as concentrated 
as 50 per cent glucose. 


Dr. Arnell (closing)—Some of the questions asked 
may be summarized briefly. 

From the use of 50 per cent glucose solution, we 
have observed no adverse effects more serious than 
occasional sclerosis of a vein or painful induration of 
tissue at the site of injection if the needle slips out of 
the vein during administration. To a large extent 
these can be eliminated by a more careful technic. 
Fifty per cent solutions are used primarily for cases 
manifesting cardiac embarrassment, considerable pul- 
monary or cerebral edema, or when lower concentra- 
tions have failed. Of course, all intravenous dextrose 
therapy is strictly limited to the smallest amounts nec- 
essary to produce satisfactory hemodilution and diuresis 
to avoid “drowning” the patient as Dr. Dorsett aptly 
puts it. Some years ago we obtained apparently excellent 
results with 50 per cent sucrose solution but its use was 
discontinued when others reported the likely possibility 
of serious renal damage. 


Question—Has the use of magnesium sulfate solution 
by vein caused any untoward results? 


Answer—When magnesium sulfate solution is ad- 
ministered either intravenously or intramuscularly, seda- 
tive and antispasmodic effects are produced, cerebral 
spasm and edema are decreased, and diuresis is en- 
hanced. We prefer the intravenous route because a 
more rapid and uniform action is obtained. No 
adverse effects have been observed subsequent to the 
intravenous injection of 20 c. c. of a 10 per cent solu- 
tion, given slowly, repeated only when necessary and 
then at intervals exceeding 6 hours. Although the 
antidotes, calcium chloride and calcium gluconate, are 
always immediately available we have never found it 
necessary to use them. On the other hand, we have 
observed at least four cases in which deep abscesses 
developed at the site of intramuscular injection of 
magnesium sulfate. Unquestionably a more careful 
technic would practically eliminate this complication. 


Question —How did induction of labor affect the fetal 
outcome ? 


Answer—Cases in which labor was induced and 
cases in which labor began spontaneously had identical 
gross fetal fatality rates, 21.8 per cent. Following in- 
duction the still-birth 


rate was somewhat higher 
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but this was balanced by a correspondingly lower neo- 
natal mortality rate. Most of the inductions are simple, 
non-traumatic medical inductions, repeated daily until 
the cervix becomes ripe and the uterus irritable, result- 
ing in a normal mechanism of labor. 


Question—What was the longest interval between 
convulsions and delivery? 


Answer—In our series the longest interval was 38 
days and a living baby was obtained. Incidentally, 
Lazard reports the birth of a living baby after an in- 
terval of 54 days and Plass reports a stillbirth after 
72 days. 

In conclusion, prophylaxis must be emphasized. Lack 
of adequate antepartum care is recognized as the factor 
chiefly responsible for this series. It is significant that 
more than two-thirds of the cases had absolutely no 
care and supervision during pregnancy and in most of 
the remainder such care as they had could not be con- 
sidered adequate by modern standards. Many were 
transported long distances from country areas providing 
no facilities whatsoever. These conditions must be im- 
proved. Even if the etiologic basis remains obscure 
eclampsia can for practical purposes be eliminated as an 
obstetric problem by the universal application of com- 
petent maternal care. In this respect, all of us are 
conscience bound to spread the gospel of adequate, 
intelligent maternal care. 


THE IMPORTANCE OF ENDOCERVICITIS 
IN UROLOGICAL TRACT INFECTIONS* 


By James A. SEAMAN, M.D. 
Springfield, Massachusetts 


Knowledge of the remarkable history of 
urological progress quite often is confined to 
the urologist. Too often it does not trickle 
through to the man on the firing line, the general 
practitioner. Slow acceptance of scientific de- 
velopments has been characteristic of all 
branches of medicine. 


The eradication of infections has been a funda- 
mental purpose of the urological specialty. Wit- 
ness the multiplicity of therapeutic methods for 
the solution of this problem. That we have not 
always been successful is not because tre- 
mendous serious effort has not been applied, but 
rather because some missing piece is left out of 
the puzzle. 


An instance of this enigma is the difficulty of 


*Read in Section on Urology, Southern Medical Association, 
Thirty-Eighth Annual Meeting, St. Louis, Missouri, November 
13-16, 1944. 
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curing urinary tract infections in women. Most 
urologists find it difficult to eradicate about 25 
per cent of the urinary infections in women. By 
that is obviously meant keeping them cured, and 
not just temporarily relieved. 

The theme selected for your indulgence this 
afternoon is not new; nor is it very old. Endo- 
cervicitis is a very common condition as is 
urological tract infection. Excepting common 
colds, it would be difficult to find any infection 
that has a greater incidence than these two. 

The sequence of events of infection in the 
endocervix extending to the urethra, then to the 
bladder and then up either ureter directly, due 
to incompetence of the ureteral orifice, reverse 
peristalsis caused by back pressure or by con- 
tiguity, is easy to understand and seems simple. 
To the two specialists who are the nearest ob- 
servers, it is No Man’s Land, neither daring to 
poach on the other’s territory, with the conse- 
quent result of indifference or neglect from both. 
This is really lamentable. The gynecologist is 
interested in endocervicitis in terms of dysmen- 
orrhea, dispareunia, hemorrhage, stricture of the 
cervix, lacerations, tuberculosis and cancer and 
unless there is an obvious cystocele or prolapse it 
ends there. The urologist on the other hand fears 
entering the introitus. It is an unfortunate 
impasse. 

Many urologists are becoming more venture- 
some however, and are dusting off the bivalve 
speculum and daring to look into the vagina. 
They are discovering why that group of 20 to 25 
per cent of urinary infections (mostly in women) 
are treated long without good results. They are 
having the satisfaction of discovering now and 
then an early carcinoma of the cervix and thus 
saving another woman’s life by early diagnosis 
just as they occasionally discover an early cancer 
of the rectum when examining the prostate. They 
are becoming aware of the importance of rou- 
tine examination of the cervix in all cases of 
urinary tract infection. 

It is well known that there are many sub- 
stantial gynecologists and urologists who do 
not subscribe to this point of view. That they 
are careful men there is no doubt. One may 
question how carefully they have explained to 
themselves why such a large percentage of in- 
fections in the urinary tract in women are due 
to the colon bacillus or why that organism should 
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be in the urinary tract at all. Since practically 
all of the organisms which are found in urinary 
tract infections can be found in the vagina and 
cervix and also in the rectum, and since all three 
anatomical structures are within a circle with a 
diameter of only a few inches it would seem that 
here is the source of contamination of one to 
the other. Few will doubt that organisms go 
from the anus to the vagina but hesitate to 
accept the fact that they can also go from the 
vagina to the urethra. It is easier to accept this 
fact than to assume that they enter the blood 
stream or lymphatics from the rectum and vagina 
and thence to the urinary tract. Were this ttue, 
then we should inevitably expect wholesale in- 
fections because the rectum is never sterile and 
the vagina and cervix are rarely so. Especially 
is it difficult to accept when we consider that 
the bacilli, pyocyaneus, colon, proteus, faecalis 
alcaligenes and lactis aerogenes are motile or- 
ganisms capable of getting around under their 
own power. The works of Winsbury-White and 
of MacKenzie on the perivascular lymphatics in 
these infections are excellent but they do not 
satisfy the querying mind in most instances. 
India ink is an elusive dye and once injected 
can be found elsewhere in the body. Powell’ in 
his work on the lymphatics of the female urinary 
tract, using infant cadavers, gives a very vivid 
description of the lymphatics of the bladder. It 
seems to be helpful in many ways. It will not 
explain, however, the great incidence of infections 
that get into the bladder and upper urinary tract. 
The hematogenous route cannot explain the large 
incidence of infection either, since the normal 
kidney has been shown not to filter organisms. 

_ When we see well-developed hydronephroses, 
pyelonephritides, and pyonephroses, we are ob- 
serving the end result of a long process which 
has probably extended over several or many 
years. It is tempting to speculate on the origin 
of the condition, how it really started, and how 
it was propagated to the present end result. it 
is usually very difficult indeed to conclude just 
what its course was. It is not unlike determining 
the cause of a fire. It would be easy if we were 
there when it began, but it is another matter 
the next day when viewing the charred embers. 
There is usually no clue with which to start. 
But suppose that we could hypothetically observe 
a woman with an infection in her vagina or cer- 
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vix and visualize her urinary tract during a period 
of several years as she complained of a dis- 
charge, burning urination, with increasing fre- 
quency and urgency, even hematuria and then 
pain up one side or the other and later definite 
renal pain. Suppose that nothing was done for 
her while we observed her. If on this hypothet- 
ical patient we could take exacting, careful cul- 
tures of the bladder and endocervix throughout 
the experiment, I am sure the conclusions would 
be very edifying. It would be a cruel piece of 
research and yet I believe that a very close 
analogy is often presented to us if we will but 
observe it. 

In 1920 several cases were observed which 
seemed to me at least to put a final touch to the 
problem. Since that time the increasing num- 
bers only serve to corroborate the observation 
that the path is more often than not a direct one 
causing progressive inflammation as the infection 
spreads from the cervix and vagina to the 
urethra, bladder and kidney. 


A young lady of 21 years was observed who had a 
very severe grade of infection in the endocervix with 
attendant profuse leukorrhea such that she wore small 
towels constantly for two years. She complained of this 
discharge and some burning on urinating and low back- 
ache. She never took douches and said she was socially 
taboo because of the odor. Examination showed a severe 
grade of infection. She was put on douches which im- 
proved the local condition. In a week she was back 
complaining of her back and burning. Cystoscopic ex- 
amination showed a chronic urethritis and a slight 
trigonitis and the rest of her urinary tract was quite 
normal by pyelography. 

She was referred to a gynecologist who continued the 
douches and treated her by tampons but her backaches 
continued. She was not too constant with her douching 
nor her treatment. She returned in three months with 
more backache locating it on her right flank, radiating 
down to the pubis. This time she showed subacute 
cystitis but her right ureter showed a slight dilatation 
of about two diameters extending about three inches 
up from the bladder. She was treated for a week and 
not seen again. Six months later she returned, this 
time with a severe pain in her right kidney region and 
the picture of acute pyeltitis. She had done nothing in 
the meantime about her leukorrhea which was still 
present. When her symptoms quieted down a pyelogram 
showed a marked dilatation of the right ureter all the 
way up with some degree of pyelectasis and caliceal 
blunting. The culture showed B. coli. On the left side 
was a beginning minimal dilatation of the lower two 
inches of her ureter and she complained of some inter- 
mittent pain in the lower left quadrant. Her vaginal 


smears were teeming with B. coli and several other 
organisms. She still had her backache. 
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In consultation with her gynecologist I suggested that 
she have her endocervix destroyed but he demurred 
because she was a young, unmarried lady. Inasmuch as 
trachelorrhaphy was out of the question it was sug- 
gested that a straight cambric needle be inserted into 
the cervix and aimed towards the internal os. Then 
about five to ten milliamperes of current were sent 
through the needle until a white area appeared around 
it. This was done many times, inserting the needle at 
half-centimeter intervals in a circle around the external 
os each time aiming towards the internal os. It was 
expected that the included area would slough away and 
thus rid the cervix of the infected glands. The patient 
had no anesthetic and simply complained of an ex- 
aggerated menstrual pain each time the current was 
applied. In a week the area sloughed and came away, 
and in another month it healed. By this means she 
got rid of her infection and the cervix looked very good 
afterwards. Five days after the operation she said her 
backache was gone for the first time in three years. Both 
ureters were then dilated twice. She married a year or 
so later and three children were born in the course of 
the next six years. In the meantime she said, she had 
no trouble with her leucorrhea and only occasionally 
with her bladder. 

About seven years later, she complained of some burn- 
ing and an occasional backache but said she had no 
leukorrhea. This was found to be untrue on examina- 
tion but she was not aware of its presence. Her endo- 
cervix was conized this time. Pyelograms were taken 
and she showed a definite hydronephrosis on the right 
side with some dilatation of the lower portion of the 
left ureter. The lower ureters were both dilated on 
three occasions and she was told to take douches more 
regularly. Her husband was treated for a chronic 
prostatitis and they both seemed to get along fairly well. 


This case proved to me the sequence of path- 
ological events in this type of infection. That 
the patient was not entirely cured of her leu- 
korrhea was no doubt due to the fact that not 
all of her infected glands were destroyed, es- 
pecially those just inside the internal os, for they 
do extend just inside the corpus of the uterus 
for about 1 cm. 

I saw several cases of this kind in the first 
few years of practice. They left no doubt of the 
mode of infection. Nowadays that experience is 
rarely met with because most women make a 
business of taking care of themselves much better 
and do not have to be told twice to have some- 
thing done. 

Clinical experiences such as this impress one 
with the stages of pathology of infection of the 
cervix, especially when no other infection is 
found in the patient. 

One is impressed by the fact that the urethra 
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and bladder can be the instruments or paths of 
infection without themselves showing much dis- 
ease. Often merely a mild chronic cystitis is 
found. Eventually the infection finds its way 
into the lower ureter either by back pressure, 
regurgitation or contiguity. The infection may 
be wafted all the way to the pelvis, with or 
without mild ache or pain, as Lewis and Carroll? 
showed in the condition of non-calculus ureteral 
colic. The symptomatology may be mild and 
overlooked or brought out only by close question- 
ing of the patient. If one takes time and has 
patience it is striking how symptoms can be 
recalled. 

It is much like the case of the old prostatic 
who comes in with an acute retention and says 
he was perfectly fine until a week previously; 
yet careful catechizing elicits a long history of 
minor difficulties such as frequency, urgency, 
pain and even incontinence during the preceding 
five or ten years which the patient has forgotten. 
Diseases which run a course over several years 
have symptoms which are easily forgotten during 
their temporary absence or replacement by more 
severe symptoms. 


Fifty per cent of women patients when asked 
about leucorrhea instantly say they have none. 
Some women regard it as uncleanliness and there- 
fore evade the question that way. Others think 
the doctor is hinting at venereal disease and 
avoid a direct answer. Then there is the possi- 
bility that the question is not understood. Ex- 
amination of these women will demonstrate vary- 
ing grades of severity of endocervicitis with am- 
ple leucorrhea, about which it would seem one 
could not be mistaken. It is infinitely likely 
that the viscosity of the discharge may help to 
keep it up around the fornices, aided and abetted 
by the collapsed vaginal walls. It would then 
probably not be observed by the patient. Some 
mistake the discharge for a natural moisture 
which they think should be around the vulva. 
The simple denial of the presence of leucorrhea 
is not reliable. 

Many of these women will have fairly con- 
stant backaches, so-called sacroiliac pains, pains 
in the hips and even sciatic pains, with or with- 
out bladder symptoms. A goodly number of 
those with endocervicitis will have demonstrable 
disease in their ureters and pelves and even kid- 
neys (pyelonephritis). This group is likely to 
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be overlooked and only routine urological and 
endocervical examination will produce the evi- 
dence. 

The other half who admit the presence of 
leucorrhea and often complain of it along with 
the conditions mentioned above, are more readily 
suspected of having a contributary cause for 
their urological condition. Careful questioning 
here again is important as to which came first, 
the leucorrhea or the urological symptoms. It 
soon simmers down to the former. It is not un- 
usual to hear that it has been present for years, 
sometimes since adolescence or since the first 
childbirth. A large group of girls and unmarried 
women live the free and easy life sexually, and 
are promiscuous in their habits. It is rare to 
find them without endocervicitis and it isn’t al- 
ways due to gonorrhea though many times that 
is the initiating infection which permits other 
organisms to be grafted upon it. Many women 
never take douches, which might prevent the 
urethra from being bathed constantly by a pro- 
fuse discharge teaming with organisms, many of 
them motile. 

The normal cervical canal contains neither 
organisms nor pus cells and when these are 
present, even in small amounts, a state of in- 
flammation is denoted. It will be remembered 
that the cervical canal is about 2.5 cm. in length, 
is fusiform in shape and extends from the in- 
ternal os to the external os. It is lined by 
cuboidal epithelium which extends down onto 
the glands which empty into the canal along its 
entire length. These are racemose glands and 
extend away from the canal into the submucosa 
and often beyond, not being limited always by 
the muscularis. They arborize in different direc- 
tions. It is probably this characteristic which 
makes them difficult to treat when once in- 
fected. This same histologic difficulty one meets 
with when treating prostatic infections. 

Pathology.—At this point the concern is not 
with the varying types of pathology which occur 
in the cervix but with the presence of any type 
of infection which is manifested by leucorrhea, 
and more important still with organisms present 
in that discharge. It is little wonder that the 
vagina and cervix become contaminated when 
one considers their proximity to the rectum. The 
infant lying in diapers soiled with feces, the in- 
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troduction of various articles for masturbation, 
sexual intercourse, poor toilet habits of wiping 
from behind forwards, sexual perversion, all con- 
tribute to contamination of the vagina. With 
the possibilities offered it is a wonder that every 
organism known isn’t found at some time here. 
As a matter of fact a great many are. Some are 
almost normal inhabitants they are found so 
frequently; others are present less constantly. 


Bacteriology.—The vaginal flora is made up 
of a number of organisms. Many of these are 
non-pathogenic while others are quite capable 
of becoming pathogenic under certain conditions. 
The most common inhabitants are the colon 
group, staphylococci (albus and aureus) and a 
variety of streptococci, with a good incidence of 
S. fecalis, S. hemolyticus, and S. viridans. Other 
important organisms are the gonococcus, B. tu-- 
berculosis, Spirochaeta pallida, Trichomonas va- 
ginalis, and some of the higher bacteria. The 
accompanying chart shows some of the common 
organisms commonly found. 


SOME OF THE COMMONER ORGANISMS OF THE CERVIX 


Gram Positive Gram Negative 


B. doederlein Gonococcus 

Staph. albus (non-hem) B. pyocyaneus m and f 
Staph. aureus (hem) B. coli m and f 
Hem. strep. M. catarrhalis 

B. aerogenes capsulatus (welchii) B. proteus m and f 

S. faecalis Other anaerobes 

S. viridans B. faecalis alcaligenes m and f 


Diphtheroids (mostly sapro) 
B. lactis aerogenes m and f 


m == motile 
f == found in feces 


Prophylaxis—The prevention of this source 
of infection must begin back in infancy. The 
young female baby should not be allowed to 
remain in diapers soiled with urine and feces 
one minute longer than necessary and proper 
cleansing of the genitals should be done at the 
time of changing. In growing children the proper 
personal hygiene should be taught. After bowel 
movements the child should never wipe forward 
from the anus. Masturbation should be watched 
for and stopped. Underwear soiled with fecal 
stains should be prevented. Sexual intercourse 
in adolescent girls and women has many untidy 
implications. That probably cannot be stopped 
because it is a clandestine activity. The saving 
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grace of cleansing douches might be taught at 
an earlier age then it is now. Married women 
should be taught a proper regular hygiene as 
they often do not realize or know what they 
should do. When we appreciate that leucorrhea 
is not to be regarded as a normal phenomenon 
and should never be accepted as natural we will 
have gone a long way. The cervix is so easily 
accessible to examination that we should never 
overlook it either in a routine examination or 
when looking for foci of infection. The hope 
and the prayer is that the gynecologist in par- 
ticular and every physician in general who 
examines cervices will go carefully into the 
urinary history. There will be more detection 
of this condition early. 

Any female with a history of leucorrhea 
whether long or short is a candidate for urinary 
tract infection. If it cannot be satisfactorily 
cured until the genital infection is cleared up 
then all the more important is it to prevent or 
discover it at the earliest time. There is nothing 
so pathetic as to see a woman lose a kidney 
because of a long standing infection and then 
after nephrectomy, suffer involvement of the 
other kidney, while a serious infection remains 
in the cervix, the patient blissfully ignorant of 
its importance. 


Diagnosis —Because urological conditions in 
the female patients are often intractable and 
difficult to cure, it becomes necessary in seek- 
ing the source of infection to investigate the 
cervical canal while at the same time searching 
for every other possible focus of infection. 

It may be necessary besides taking smears 
also to take specimens for culture not overlook- 
ing the anaerobic cultures. Often these women 
come complaining of leucorrhea because it dom- 
inates the picture at the moment. They may 
forget for the time being other symptoms refer- 
able to the urinary tract which they have had 
for weeks or months past. The history will bring 
out these symptoms. The complete urological 
examination then should be done. One may find 
an atresia or even stricture of the urethra or a 
granular chronic urethritis. A very usual finding 
is the papillary cysts about the vesical neck, 
even in the deep urethra at times. Trigonitis 
with varying degrees and types of cystitis is 
fairly regularly observed. Urography presents 
beginning minimal dilatation of one or both 
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ureters, or the process may be seen extending 
up to various levels including the pelvis. In 
other instances the ureter will be dilated more 
and more in its lowermost portion always ap- 
pearing to be extending upwards. It is con- 
ceivable that the infected urine might be wafted 
up to the pelvis by reflux with establishment 
of pyelitis and pyelonephritis earlier than dilata- 
tion of the ureter. Retrograde pyelography is 
preferable to intravenous because it permits of 
individual specimens for culture of the urine, to 
try for some correlation with the vaginal cultures. 

In examining the cervix in infants and children 
it may be necessary to use a small Kelly cysto- 
scope, obtaining the specimen with a narrow 
pipette or long narrow swab. A Cameron 
urethroscope serves perfectly well. . 

Many of these patients will give a history of 
having had pyelitis in childhood or adolescence. 
Their frequency is often attributed by them to 
nervousness, which is really putting the cart 
before the horse. Burning, urgency, incontinence 
and even hematuria are not unusual manifesta- 
tions of the urethral and vesical irritation... At 
times the pain is referred to the hips, at others 
and more commonly to the low sacral region and 
sacroiliac pain is tagged on it. Sciatic distribu- 
tion of the pain is at times complained of and 
this is many times intractable. The pain along 
the ureters and kidneys, however, sooner or 
later develops and may be mild or severe, often 
a dull ache preventing any kind of work. It is 
frequently aggravated by the menstrual periods, 
and referred to the pelvis on either side, a ure- 
teral pain rather than dysmenorrhea. These 
are the patients who may not have even a few 
pus cells or organisms in the urine at the time. 
As time goes on these episodes get worse. The 
pain goes higher up the ureter until a severe 
attack of ureteritis or pyelitis, begins. 

Now the urological diagnosis is made but the 
intervening steps have been missed because the 
patient before was not sick enough to warrant 
pyelography. One sees this picture in many 
young war brides who have not yet become 
pregnant. They often have a mild secondary 
anemia, are tired, nervous, and sleepless partly 
due to nocturnal frequency. The simple use of 
douches in these young ladies often helps con- 
siderably but does not cure. But it may be a 
clue to the cause. Inspection of the cervix will 
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show some grade of cervicitis but the smear 
and cultures from the endocervix will show that 
there is.a real endocervicitis. We should not be 
beguiled by a “normal” looking cervix. It is 
deceptive. Some women take just enough 
douches, few though they are, to prevent ex- 
coriation of the cervix and one may conclude that 
the shiny pink appearance is quite all right. 

Women who have had children appear to be 
vulnerable to this infection. After the trauma of 
childbirth it would seem indicated to pay a 
little more attention to the toilet of the vagina 
but many women pay far less attention then. 
It is not the laceration that is important but 
rather the infection. It was for this reason that 
Sturmdorf insisted that all previous operations 
for the repair of this organ did not get rid of 
the endocervix and therefore the leukorrhea. He 
devised an elaborate operation which today can 
be equalled by the deft twist of the electrode 
with the cutting current in a few minutes. Let 
me again stress the point that trachelorrhaphies 
are for the elimination of endocervicitis and its 
symptom leucorrhea and not the laceration, as 
is often believed. But Sturmdorf* was not think- 
ing of the elimination of leukorrhea in terms of 
preventing or curing urinary tract infections. 
His concern was with dysmenorrhea due to endo- 
cervicitis. His point was excellent so far as it 
went. It was no doubt prophylactic against 
cancer of the cervix. The large number of 
cancers of the cervix seen at a cancer hospital 
attest to the fact that a long history of leucorrhea 
precedes the cancer. 


It might also be mentioned that many ob- 
stetricians and several obstetrical hospitals are 
now “cauterizing” the cervix in patients three 
months after their baby is born. The motive 
is worthy but the method may not be. Coniza- 
tion would seem a better surgical procedure. Too 
frequently cauterization means using a blow 
torch. It desiccates and incrustates the portion 
of the cervix which is visible through the specu- 
lum, that portion which has very few glands but 
which may show pathology due to the discharge 
from above. Medication here is ineffective. It 
is essential that the entire endocervix be elim- 
inated or as much of it as one can reach. Once 
this is done it is astonishing how much easier 
it is to cure the urinary infection in most in- 
stances. Often the urinary infection will im- 
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prove without much further treatment. Too often, 
however, patholgoy has been initiated which 
needs further attention such as strictures of the 
urethra, ureter, cysts, granulomas, pyelone- 
phritis, pyelonephrosis, and so on. 


Treatment.—It matters little how the infec- 
tion is eradicated. Ingenious operations, all ex- 
cellent, have been devised. The objective is 
always to get rid of the infection and not irreg- 
ularities due to tears of instrumentation or child- 
birth. It is further a matter of indifference who 
does it. The gynecologist should do it but if 
he is not available or if he happens to disagree 
as to the indications, then the urologist or some- 
one else should do it if the infection can be 
proven to exist. Whether the patient is an in- 
fant, child, adult with hymen intact, married or 
unmarried adult female, the lower genital tract, 
especially the endocervix, should be eliminated 
as the source of infection in all urinary tract in- 
fections. Incidently the corollary to this in the 
male is equally true, that chronic prostatitis is 
a common source of upper urinary tract infection. 


The entire gamut of therapeutic medication 
has been used in treating endocervicitis, both in- 
ternally, externally and eternally and without 
many satisfactory results. Surgical procedures 
have done a better job. These, however, entail 
major surgery, with its consequent stay in the 
hospital, expense and slow recovery. There seems 
to be a simpler way around the difficulty which 
is equally effective, with practically no dis- 
ability, and economically less expensive. It can 
be done in the office and without an anesthetic. 
If one prefers an anesthesia in the hospital, then 
sacral (caudal) is a most satisfactory one to use. 
In my own work I use it routinely in all cysto- 
scopic procedures and operative work in the 
bladder except suprapubic approaches.** It is 
simple, effective and lasts as long as you wish it. 
All transurethral resections are done with it, en- 
tirely satisfactorily as far as the anesthesia is 
concerned. There are no contraindications to its 
use save the inability to get in the sacral notch 
which may happen once in a great while, due to 
congenital deformity around the notch or old 
injuries here or very obese patients. 

Of all the high frequency methods used the 
endotherm or cutting current seems to be the 
simplest, quickest and most satisfactory. It can 
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with a few deft motions of the electrode remove 
the entire endocervix up to the internal os. It 
does not, however, reach into the uterus just be- 
yond the internal os, as it well might, for glands 
have been shown to exist here at times for a 
centimeter just inside the uterus. The cervical 
canal is then painted with an antiseptic on a 
swab and the patient told to go home and do 
her normal work. During the conization she 
may feel some contractions of the uterus which 
she calls a good menstrual pain. It is felt only 
during the use of the current. This can be miti- 
gated by using short staccato movements instead 
of a steady current and a complete 360 degree 
turn of the electrode. The patient begins in a 
few days to take lukewarm douches which are 
simply cleansing, two or three a day. 

If the patient is seen in about five days one 
of the first things she will say is that the sacral 
pain or low back pain which she had for so 
long is gone. In two to three weeks the cervical 
canal is healed. 

An important thing to remember is that this 
patient can still become infected genitally with 
any and every organism but she will not have 
those racemose glands to harbor organisms as she 
once did. The removal of tonsils does not pre- 
vent future sore throats. Lessons in personal 
hygiene and local sanitation will appreciably re- 
duce the probability, however, of future infection. 

Whatever residual pathology exists in the 
urinary tract may or may not need further treat- 
ment. It will be a much easier problem though. 


CONCLUSIONS 


Endocervicitis is very common in the female. 
Urological infections are likewise very common. 
There is ample clinical reason to believe that 
the former is responsible for the latter. 

The lymphatics may be responsible for some 
of these, being borne from the cervix to the 
urological tract. 

The pathway seems to be direct from cervix, 
to vagina, to urethra and bladder and then to 
the ureters and kidneys. Clinical evidence points 
that way. 

A urological investigation of the female is in- 
complete without an examination of the cervix 
uteri, including cultures. 


Elimination of the infection in the cervix 
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can be done without major surgery by simple 
conization of the endocervix. It is simple, more 
economical, and just as effective. 
Many infections in the female urological tract 
will resist cure until this source is eradicated. 
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THE TREATMENT OF ACUTE 
GONOCOCCAL PELVIC INFLAMMATORY 
DISEASE IN THE FEMALE WITH 
PENICILLIN* 


By Laman A. Gray, M.D.7 
Louisville, Kentucky 


The remarkable results obtained with peni- 
cillin in the treatment of gonorrhea in the male 
justify additional studies in the female. The 
scientific approach of the Army to the problem 
in the male has been presented by Sternberg and 
Turner.! In an analysis of 1,686 cases, none 
proved to be penicillin resistant. Two and three 
courses of treatment were necessary in a small 
percentage of cases. Penicillin evidently is the 
best therapeutic agent so far developed for the 
treatment of gonorrhea in the male. This paper 
presents 13 cases of acute gonococcal pelvic in- 
flammatory disease in the female, treated with 
penicillin. All were apparently bacteriologically 
cured. Of particular interest were the effects on 
the pelvic inflammation as determined by clinical 
examination. 

Prior to the use of the sulfonamides the cure 
of gonorrhea in the female was in large part 
associated with acquired immunity. Nature 
slowed down the inflammation in the Bartholin’s 
glands, Skene’s glands, cervix, fallopian tubes 
and peritoneum. In time, the tubal infection 
was sterilized by natural forces, and the physi- 
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cian attempted to eradicate the chronic foci in 
the Bartholin’s and Skene’s glands and cervix 
by surgical means. The chronic adnexal masses, 
usually free of the gonococcus and often second- 
arily infected by other bacteria, were frequently 
excised for major complaints. The determina- 
tion of cure in those days was a painstaking pro- 
cedure dependent upon treatment and repeated 
smears and cultures. Wharton? thought that a 
year of careful treatment and follow-up was 
necessary to assume a cure of gonorrhea in 
women. 

The sulfonamides were heralded in the treat- 
ment of women, partly because of the enthu- 
siastic reports in men. In 1937 we were dis- 
appointed in the clinical effects of sulfanilamide. 
Subsequently, it became evident that sulfathia- 
zole was a much more effective drug in the treat- 
ment of gonorrhea in the female, both bacteri- 
ologically and clinically. However, even with 
sulfathiazole, repeated courses of treatment may 
be necessary, bacteriologic cure is often un- 
certain, and recurrences are not uncommon. 

Penicillin, ‘’ its extraordinary effects in 
many infectic. 2nd practically 100 per cent 
cure! of gonorrhea in the male, will also be 
widely used in gonorrhea in the female. To 
date we have seen two references on the treat- 
ment of women with penicillin. Cohn, Studdiford 
and Grunstein* reported the treatment of 44 
women with gonorrhea, all bacteriologically 
cured. One case relapsed after 50,000 units, to 
remain cured after an additional 100,000 units. 
These authors state that there was no significant 
change in the cervical discharge after treatment, 
and that of 15 cases with adnexal involvement, 
the inflammation subsided in seven, remained the 
same in five, and became worse in three. Active 
salpingitis developed for the first time in one 
after treatment. Greenblatt and Street* reported 
109 women treated with penicillin. Therapeutic 
failures were obtained in five cases. A favorable 
response followed. a second course of therapy. 
Total dosages varied from 25,000 units to 
1,000,000 units. The authors recommended that 
150,000 units be used. No detailed gynecologic 
studies were given. 

Case 1 (Register Number 218189).—A white woman, 


aged 20, had acute bilateral salpingitis, and pelvic 
peritonitis. 
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The patient was admitted with a diagnosis of acute 
appendicitis, complaining of severe lower abdominal 
pain for 32 hours, beginning .the last day of a menstrual 
period. She had vomited once, her temperature was 
99.2°, white cell count 12,700, and polymorphonuclears 
90 per cent. Examination showed generalized lower 
abdominal tenderness, more marked at McBurney’s point 
with rebound tenderness referred to the right lower 
quadrant. Pelvic examination showed marked tender- 
ness bilaterally, but no masses. Appendectomy was 
performed. The right tube was acutely inflamed, with 
pus in the lumen and the appendix was injected. Cervical 
smears and cultures were positive for gonorrhea. Eight 
days following operation the cervix showed moderate 
erosion with moderate yellowish-white discharge. The 
left adnexum was five centimeters across and moderately 
adherent, the right, six centimeters across, hard, and 
densely adherent. No broad ligament induration was 
present. Penicillin was given at that time, 25,000 units 
every three hours for 48 hours, total 400,000 units. Two 
days later there was a profuse yellow discharge and 
only slight pain. Three days after beginning penicillin, 
there was very little white discharge and no pain. 
Sixty-six days after penicillin there was no pain, the 
left ovary was free, and the right, moderately large and 
adherent. Smears and cultures were negative after 
2, 3, 4, 5, 11, and 66 days. 


Case 2 (Register Number 215711). —A white woman, 
aged 26, had acute bilateral salpingitis, and generalized 
peritonitis. 

The patient was admitted complaining of severe ab- 
dominal pain for three days, beginning in the left side 
and extending over the entire abdomen, with onset the 
fourth day of a profuse menstrual period. There had 
been burning on urination for two weeks. Nausea was 
present, but no vomiting. Her temperature was 102°, 
white cell count 16,500, and polymorphonuclears 83 per 
cent. There was generalized abdominal tenderness with 
marked tenderness and rigidity in the lower half. The 
cervix was reddened, with moderate yellowish discharge. 
To the left of the uterus was a soft mass six centimeters 
across, quite tender, and moderately movable. There 
was slight thickening in the left uterosacral ligament. 
The right ovary was not felt. There was marked ten- 
derness throughout the pelvis. Smears and later reported 
culture were positive for gonorrhea. Penicillin was 
given, 25,000 units every three hours for 48 hours, a 
total of 400,000 units. Pain was not improved in 24 
hours, but was markedly improved in 48 hours. On the 
sixth day examination showed the cervix slightly red- 
dened, with a moderate white mucoid discharge. The 
left ovary was of normal size, definitely adherent, mod- 
erately tender, with a soft tubo-ovarian mass on the 
right six centimeters across, quite tender. There was 
slight induration in the cul-de-sac. On the thirteenth 
day the patient did not feel well, had discharge, severe 
backache and pains in the left side. There was tender- 
ness in the left lower quadrant; the right ovary was 
of normal size and free, the left, normal size, moderately 
adherent and quite tender. After 94 days there was 
slight pain in both lower quadrants, the cervix was 
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clean, and both ovaries were of normal size and 
moderately adherent. 

Smears and cultures were negative after 24 hours 
and after 2, 3, 4, 13, 36, 64, and 94 days. 


Case 3 (Register Number 217390).—A colored woman, 
aged 23, had acute bilateral salpingitis, and bilateral 
tubo-ovarian inflammatory mass. 

The patient complained of increasing pain in the lower 
abdomen for five days, with vaginal discharge and 
fever. Her temperature was 98.6°, white cell count 
7,300, and polymorphonuclears were 74 per cent. There 
was moderate tenderness in the lower abdomen with 
rebound tenderness. The cervix showed a moderate 
erosion and yellowish-white discharge. There were 
bilateral adherent tender masses five centimeters in 
diameter, without induration. Smears and later re- 
ported cultures were positive for gonorrhea. Penicillin 
was given, 25,000 units every three hours for 48 hours; 
total, 400,000 units. 


On the fifth day a mass was felt on the left side 
eight centimeters across, with definite induration about 
it. On the seventh day she had very little pain. There 
was slight tenderness in the left lower quadrant. To 
the left of the uterus there was an adherent cystic mass 
eight centimeters across with slight induration. After 
85 days there was a tubo-ovarian, adhcrent, cystic mass 
on the right, eight centimeters across. The left ovary 
was moderately adherent. 

Smears and cultures were negative after 3, 4, 5, and 
85 days. 


Case 4 (Register Number 216674). —A white woman, 
aged 25, had acute bilateral salpingitis, and pelvic peri- 
tonitis. 

The patient complained of severe, cramping, lower 
abdominal pain and fever for three days, beginning the 
last day of a menstrual period. The appendix had been 
previously removed. White cell count was 18,900 and 
polymorphonuclears were 94 per cent. Examination 
showed marked tenderness and some rigidity in both 
lower quadrants. The cervix and vagina were quite red, 
with moderate yellowish discharge. Both adnexal regions 
were quite tender, with no masses or induration. Smears 
and later reported cultures were positive for gonorrhea. 
Penicillin was given, 25,000 units every three hours for 
48 hours; total dose, 400,000 units. Two days later 
there was only moderate tenderness in the left lower 
quadrant. The cervix and upper vagina were quite red. 
Both ovaries were of normal size and free. The left tube 
was apparently thickened and enlarged as a lead pencil 
and tender. On the fifth day there was practically no 
pain; on the eighth day, slight pain. The ovaries were 
free, but the left tube seemed palpable as a pencil-like 
tender cord. 


Smears and cultures were negative after 3, 4, 6, and 
8 days. 

Case 5 (Register Number 215968)—A white woman, 
aged 25, had acute cervicitis, and acute slight salpingitis. 

The patient complained of moderate lower abdominal 
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pain and thick foul vaginal discharge for three weeks. 
Her temperature was 98.8°, white cell count 6,000, and 
polymorphonuclears 52 per cent. 


There was low abdominal tenderness. Bartholin’s 
glands were enlarged, 144 centimeters in diameter, and 
tender. The vagina and cervix were quite red, with 
punctate red spots and profuse yellow discharge. Both 
adnexal regions were moderately tender, with no masses 
or induration. 

Smears and later reported cultures were positive for 
gonorrhea. Fresh preparations showed Trichomonas 
vaginalis. 


Penicillin was given: 25,000 units every three hours 
for 48 hours; total dose, 400,000 units. The pain and 
discharge improved in 48 hours. Examination after 26 
days showed no pain, the cervix and vagina moderately 
reddened and both ovaries normal size, moderately 
adherent. 

Smears and cultures were positive 24 hours after be- 
ginning penicillin, but were negative for gonorrhea after 
2, 3, 4, 5, and 26 days. Trichomonas vaginalis was 
found before treatment and after 2, 4, 7, and 26 days. 


Case 6 (Register Number 215877) —A white woman, 
aged 29, had acute cervicitis, acute bartholinitis, and 
acute slight salpingitis. 

This patient, with acute inflammation of Bartholin’s 
glands and cervicitis of two weeks’ duration, with a 
positive smear, was treated with sulfathiazole and sitz 
baths for one week, with marked improvement. Be- 
cause subsequent smears and cultures were positive for 
the gonococcus, she was admitted to the hospital. Her 
temperature was 99.4°, white cell count 8,400, and 
polymorphonuclears 58 per cent. The left Bartholin’s 
gland was slightly enlarged and tender. The cervix was 
quite red, with moderate yellow discharge. Both ovaries 
were slightly adherent and slightly tender. Repeated 
smears and cultures were positive. 

Penicillin was given, 20,000 units every three hours 
for 48 hours; a total dose of 320,000 units. 


Four days later the cervix was moderately red, with 
a moderate white mucoid discharge. The left ovary 
was cystic, five centimeters in diameter, definitely ad- 
herent, and moderately tender. The right ovary was of 
normal size, moderately adherent and slightly tender. On 
the fiftieth day after penicillin the cervix was slightly 
teddened, with slight mucoid discharge. Both ovaries 
were of normal size, slightly adherent and _ slightly 
tender. After 80 days she had profuse menses. The 
cervix showed a moderate white discharge. The left 
Ovary was moderately adherent; the right, slightly 
adherent. 

Smears and cultures were negative after 1, 2, 3, 4, 6, 
16, 50, and 80 days. 


Case 7 (Register Number 207461).—A white woman, 
aged 34, had a sulfonamide resistant gonorrhea and 
sub-acute bilateral salpingitis. 

This patient, with acute cervicitis of five days’ dura- 
tion, and positive smear, was treated with sulfathiazole 
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for five days. Repeated smears were positive. She was 
then given sulfadiazine for 21 days (three grams daily). 
The smear was first negative and then positive within a 
week. She was admitted as a case of sulfonamide- 
resistant gonorrhea. Her temperature was 99.8°, white 
cell count 11,200, and polymorphonuclears were 82 
per cent. Examination showed slight tenderness in the 
lower abdomen. The cervix was small and reddened, 
with slight discharge. To the right of the uterus was 
an adherent mass six centimeters in diameter, with mod- 
erate induration in the right broad ligament. The left 
ovary was not felt, and there was slight induration in 
the base of the left broad ligament. Marked induration 
was present in the cul-de-sac with much tenderness. Re- 
peated cervical smear was positive. 

Penicillin was given, 20,000 units every two hours for 
12 doses; a total of 240,000 units. 

Seven days later pain in the lower abdomen was 
moderate, both Bartholin’s glands were enlarged and 
sensitive, the cervix was pale, the adnexal mass on the 
right seven centimeters in diameter, and the left ovary 
was four centimeters in diameter and adherent. There 
was marked induration in the cul-de-sac, but no lateral 
induration. 


Fourteen days after penicillin there was marked im- 
provement. There was no abdominal pain or tenderness, 
Bartholin’s glands were one centimeter across, and there 
was a slightly tender, adherent, cystic mass on the right 
five centimeters across with slight induration in the 
right uterosacral ligament. The left ovary was not felt. 

Forty-five days after penicillin the patient had slight 
pains in the lower abdomen. The Bartholin’s glands 
were thickened, cervix clean, and ovaries normal size, 
moderately adherent. 

Smears and cultures were negative after 1, 3, 4, 7, 
10, 15, and 45 days. 


Case 8 (Register Number 216821).—A white woman, 
aged 26, had acute bilateral, severe salpingitis, bilateral 
unresolved tubo-ovarian abscess and pelvic peritonitis. 

The patient complained of severe low abdominal pain, 
fever, and a yellowish vaginal discharge for five days. 
Her temperature was 102°, white cell count 19,300, and 
polymorphonuclears were 85 per cent. Examination 
showed marked tenderness across the lower abdomen, 
rigidity, and rebound tenderness. The cervix was quite 
red, with moderate yellow discharge. There were bi- 
lateral hard masses, seven centimeters across on the right, 
five centimeters across on the left, with marked indura- 
tion in the broad ligaments. 

Cervical smears and later reported cultures were posi- 
tive. Penicillin was given, 25,000 units every three hours 
for 20 doses; a total of 500,000 units. 

One day after beginning treatment, the patient felt 
no better. After two days she was much improved, the 
pelvic masses were softer and less tender. On the third 
day there was no pain. On the sixth day the cervix 
was clean, with no secretions. The left tubo-ovarian 
mass was five centimeters across, densely adherent, with 
no broad ligament induration. On the right there was 
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moderate induration about the base of a mass, six 
centimeters across. There was little tenderness. 

On the tenth day there was slight deep tenderness. 
The left ovary was four and a half centimeters across, 
densely adherent; the right, smaller, adherent behind the 
uterus. No broad ligament induration was present. 

A menstrual period, beginning the eighteenth day, 
was profuse with severe pain. 

Examination on the thirty-first day showed slight 
tenderness, the ovaries normal size, the left moderately 
adherent, the right plastered down solid. 

Smears and cultures were negative after 2, 3, 4, 5, 6, 
10, 17, 31, and 65 days. 


Case 9 (Register Number 218881) —A white woman, 
aged 23, had acute salpingitis, and pelvic peritonitis. 

The patient complained of severe, low abdominal pain 
for 24 hours, beginning one day following a normal 
menstrual period. There had been a yellow vaginal dis- 
charge for two weeks before the period. Her tempera- 
ture was 101.8°, white blood cells 15,700, and poly- 
morphunuclears 48 per cent. Examination showed the 
lower abdomen quite tender and rigid. The cervix 
showed no erosion, but there was a profuse yellow dis- 
charge. The uterus was retroverted. Both ovaries were 
lightly adherent and exceedingly tender. Smears and 
later reported cultures were positive for gonorrhea. 
Penicillin was given, 25,000 units every three hours for 
48 hours, a total dose of 400,000 units. Twenty-four 
hours later the patient was slightly improved; after 48 
hours, she had little pain. After six days the right ovary 
was plastered down, with moderate induration about it. 
The left ovary was moderately adherent. After eight 
days the left ovary was free, the right ovary densely 
adherent. After 36 days the left ovary was free, the 
right ovary moderately adherent. 

Smears and cultures were negative after 1, 2, 3, 4, 5, 
6, 23, and 36 days. Trichomonas were present eight 
days after beginning treatment. 


Case 10 (Register Number 217768) —A white woman, 
aged 20, had acute bilateral salpingitis, and generalized 
peritonitis. 

The patient complained of severe low abdominal pain 
for one day, with nausea and pain on voiding. Her 
temperature was 103.4°, white blood cells were 11,800, 
and polymorphonuclears 84 per cent. Examination 
showed exquisite generalized abdominal tenderness, with 
marked rigidity and rebound tenderness. The cervix 
was eroded, with thick grayish-yellow discharge. The 
ovaries were slightly large, boggy, lightly adherent, and 
exceedingly tender. Smears and later reported cultures 
were positive for gonorrhea. 


Penicillin was given, 25,000 units every three hours for 
48 hours, a total dose of 400,000 units. In 24 hours 
there was slight improvement. Three days after be- 
ginning penicillin, pain was much decreased. To the 
right of the uterus was a firm, adherent, tender mass 
six or seven centimeters across, and the sensation of 


a small mass on the left. There was slight induration 
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in the cul-de-sac. After six days there was little pain. 
There were bilateral quite adherent masses, seven centi- 
meters across on the right and five centimeters on the 
left with slight induration. Laparotomy was performed 
at this time. The intestines and parietal peritoneum 
were diffusely lightly injected. The terminal ileum 
and sigmoid were adherent to the pelvic organs. When 
the adhesions were rather easily broken, with moderate 
oozing, the fallopian tubes were found curled about the 
ovaries and adherent. These adhesions were again freed 
with moderate ease. The tubes were quite red, but the 
fimbriated ends were open. The ovaries were somewhat 
enlarged, edematous, and adherent. A small amount of 
purulent material was expressed from the end of the 
right tube. Smears and cultures, aerobic, anaerobic, and 
on chocolate agar, were taken. The appendix was free 
and injected over the entire surface. It was removed 
by ligating and inverting the stump in a purse string. 

The postoperative course was uneventful. Eighteen 
days after penicillin there was no complaint. The 
cervix showed moderate erosion and slight mucoid 
discharge. To the right of the uterus was a soft ad- 
herent mass seven centimeters in diameter, but no 
induration. After 24 days there was slight tenderness on 
the right. The right adnexum was six centimeters across 
and slightly adherent. 


Smears and cultures from the cervix were negative 
after 1, 2, 3, 4, 16, 18, and 24 days. Smears and cul- 
tures, aerobic, anaerobic, and chocolate agar, from the 
right tube on the sixth day were negative. Microscopic 
sections of the appendix showed acute peri-appendicitis, 
with numerous polymorphonuclear leukocytes in the 
serous coat. Trichomonas were noted incidentally three 
days after penicillin. 

This patient’s acute inflammation subsided rather 
slowly. Inspection of the pelvis after six days showed 
extensive fresh adhesions and the picture of marked 
acute salpingitis, sterile on smear and cultures. After 
24 days a soft adnexal mass was felt on the right with 
slight adhesions. 


Case 11 (Register Number 219795). — A colored 
woman, aged 24, had acute bilateral salpingitis, and 
pelvic peritonitis. 

The patient was admitted complaining of low ab- 
dominal pain, vomiting, and profuse discharge for four 
days immediately following a menstrual period. Tem- 
perature was 101.8°, white cell count 14,750, and poly- 
morphonuclears were 78 per cent. Examination showed 
marked tenderness across the lower abdomen, with 
moderate rigidity. The cervix was pale, with moderate 
purulent discharge: There were firm, moderately ad- 
herent, exceedingly tender masses in each adnexal region 
five centimeters across. Smears and later identified 
cultures were positive for the gonococcus. 


Penicillin was given, 25,000 units every three hours 
for 48 hours, a total of 400,000 units. Examination 48 
hours after beginning penicillin showed the cervix clean, 
and a cystic, moderately tender mass seven centimeters 
across in the left fornix, extending into the cul-de-sac, 
with moderate induration in the left broad ligament- 
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On the fourth day, the cul-de-sac mass was seven to 
eight centimeters across, fairly firm, slightly soft in the 
center, with moderate induration about it. On the eighth 
day there were no complaints. A mass was felt behind 
the uterus extending to the right, six to seven centimeters 
in diameter, with moderate induration in the right broad 
ligament and the left uterosacral ligament. On the 
sixteenth day there were bilateral densely adherent 
masses, five centimeters across on the right, and four 
centimeters on the left. No induration was present in 
the ligaments. 


Smears and cultures were negative after 2, 3, 4, 5, 
8, 16, and 30 days. 


Case 12 (Register Number 220230) —A white woman, 
aged 22, had acute salpingitis. 

The patient was admitted complaining of severe low 
abdominal pain for four days, with yellow discharge 
and pain on urination, beginning the last day of a 
menstrual period. Her temperature was 98.6°, white 
blood cells were 12,700, and polymorphonuclears 70 per 
cent. There was marked tenderness in both lower quad- 
rants and the right upper quadrant, but no rigidity. The 
cervix was large and ulcerated, with moderate yellow 
discharge. There were bilateral soft adnexal masses, five 
centimeters across, exquisitely tender, with no indura- 
tion. A smear, and later reported cultures were positive 
for gonorrhea. 


Penicillin was given, 20,000 units every three hours 
for 48 hours; total dose, 360,000 units. Forty-eight 
hours after beginning treatment, she felt much improved. 
The cervix was quite red. A quite adherent tender mass 
was present on the right, five centimeters across. The 
left ovary was not felt. After six days there was mod- 
erate pain in the right side. The cervix and vagina 
were red, with moderate foamy discharge. On the right 
there was a soft tender mass six centimeters across, 
adherent, and with slight induration about it. 


Smears and cultures were negative after 1, 2, 3, 4, 7, 
and 9 days. Trichomonas were positive after seven days. 


Case 13 (Register No. 199936).—A white woman, aged 
19, had acute salpingitis, and generalized peritonitis. 


The patient complained of severe abdominal pain, 
vomiting and yellowish discharge of two days’ duration. 
Her temperature was 102.6°, white cell count 16,000, and 
polymorphonuclears 89 per cent. Examination showed 
the abdomen distended, with generalized tenderness, 
rigidity, and rebound tenderness, more marked in the 
lower abdomen. The cervix was moderately reddened 
with profuse yellowish discharge. There was exquisite 
tenderness in each adnexal region, but no masses or 
rigidity. Cervical smear and later reported culture were 
Positive for gonorrhea. 


Penicillin was given, 25,000 units every three hours 
for 48 hours, a total of 400,000 units. After 24 hours 
the pain was only slightly improved. After 48 hours 
Pain was greatly diminished and distention improved. 
Eight days after beginning penicillin there was rather 
marked induration in the broad ligaments with bi- 
lateral, firm, tender masses five and seven centimeters 
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across. After 15 days the induration was moderate and 
the masses were less tender and softer. After 43 days 
the cervix was clean with no discharge. There were 
bilateral adnexal masses, densely adherent, six centi- 
meters on the left and five centimeters on the right, 
with no induration. 


Cervical smears and cultures were negative after 24 
hours of penicillin and after 5, 8, 12, 20, 32, and 40 days. 


DISCUSSION 


The purpose of this paper is to show ‘the 
gynecologic findings in 13 women with acute 
gonococcal pelvic inflammatory disease after 
treatment with penicillin. 

Each case in this series had well defined acute 
gonorrhea, proved before treatment by culture 
on chocolate agar plates with subsequent posi- 
tive bacteriologic identification. All had acute 
salpingitis; five had pelvic peritonitis, and three 
had generalized peritonitis; seven had palpable 
tubo-ovarian inflammatory masses, and two had 
broad ligament induration before treatment. Two 
patients (Cases 6 and 7) had been treated with 
sulfonamides with persistent positive smear and 
culture. 

In one case (Case 5) a positive smear and 
culture were obtained 24 hours after beginning 
treatment. Subsequent cultures in this case, and 
all cultures in the other cases from 24 hours and 
thereafter were negative. It is assumed that 
every case was bacteriologically cured, since neg- 
ative cultural results were obtained on three to 
nine occasions, from seven to 94 days after 
treatment was started. 

The treatment in each case was uniform. Each 
was given penicillin in saline solution, 25,000 
units intramuscularly every three hours for 48 
hours, a total dose of 400,000 units. There were 
four exceptions: Case 6 received 320,000; Case 
7, 240,000; Case 8, 500,000; Case 12, 360,000. 
No sedation was given. The patients were al- 
lowed out of bed at their own desire. No ice 
bags or douches were given. Each received a 
regular diet. Pelvic examinations were repeated 
with gentleness. Effort was made to place the 
entire burden of cure or improvement on the 
penicillin. No toxic effects were noted. 

Probably the total doses of penicillin were 
larger than necessary. Sternberg and Turner? 
have indicated that 160,000 units effect a cure 
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in 98 per cent of men and that 50,000 units 
effect a cure in 86 per cent. It would seem that 
the more diffuse, wide-spread inflammation of 
pelvic inflammatory disease in women with much 
greater systemic effects would require a larger 
dose than the more localized inflammation in 
men. To determine the maximum effect of the 
drug on pelvic inflammation, a usual total dose 
of 400,000 units was used in this series. It 
remains for others with larger series of cases to 
determine the smallest effective dose. Green- 
blatt and Street* have indicated that 150,000 
units should be used, although good results. may 
be obtained with as little as 60,000 units. Cer- 
tainly an amount well above the minimum should 
be recommended. Romansky and Rittman® have 
presented a new method of giving penicillin in 
beeswax-peanut oil mixture with remarkable pro- 
longed absorption effect. Eleven of twelve men 
were cured of gonorrhea by a single injection of 
this mixture. This method will simplify treat- 
ment and require re-evaluation of dosage. 


The clinical findings in these cases are of in- 
terest. Cervical discharge was present before 
treatment,. moderate to profuse, usually yellow 
or yellowish-white in color. As a rule by the 
third to the sixth day after beginning treatment 
the discharge became less profuse, changed to a 
white or mucoid character, and steadily di- 
minished. Injection of the cervix improved 
correspondingly. Erosions improved but did not 
heal. 

The abdominal pain and tenderness of sal- 
pingitis and peritonitis improved little or not 
at all after 24 hours, but in 48 hours was im- 
proved, sometimes completely. Remaining pain 
and tenderness gradually improved. 

Six cases (Cases 4, 5, 6, 9, 10, 13) had no 
palpable masses or induration before treatment. 
Approximately seven days after treatment was 
begun the symptoms were much improved, but 
there were definite palpable tubo-ovarian in- 
flammatory masses in three cases (Cases 6, 10, 
13) with broad ligament induration in two. 
Broad ligament induration without a mass was 
present in one (Case 9). In a fifth case (Case 
4) the left tube was palpably thickened. In the 
final follow-up there were palpable tubo-ovarian 
inflammatory masses in two (Cases 10, 13), 


SOUTHERN MEDICAL JOURNAL 


June 1945 


adherent ovaries in three (Cases 5, 6, 9), and a 
thickened left tube in one case (Case 4). In all 
six cases with acute salpingitis with no palpable 
masses before treatment, there remained palpable 
chronic damage in the pelvis. 

Seven cases (Cases 1, 2, 3, 7, 8, 11, 12) had 
palpable tubo-ovarian inflammatory masses be- 
fore treatment. Two had broad ligament indura- 
tion. Although the patients felt better in the 
week following treatment, the masses increased 
in size in five cases (Cases 2, 3, 7, 11, 12) and 
ligamentous induration appeared in three (Cases 
3, 11, 12). Of six cases followed 24, 45, 65, 66, 
85, and 94 days, four were left with adherent 
ovaries, and two with chronic tubo-ovarian 
inflammatory masses. 

Although the pain and abdominal tenderness 
of acute gonorrheal salpingitis and peritonitis 
greatly receded 48 hours after treatment with 
penicillin, these cases indicate that the inflamma- 
tion of acute salpingitis actually progresses for 
a week or more after apparent bacteriologic cure 
by penicillin. That the inflammation remains 
quite active after six days was shown by the 
findings at operation in Case 10 and microscopic 
examination of the appendix. After a week or 
10 days the inflammation gradually recedes. If 
inflammatory masses are present before treat- 
ment it seems that they usually improve, but 
evidence of damage remains, as tubo-ovarian 
masses, inflammatory cysts, or adherent adnexa. 
Also if masses are not present before treatment, 
similar residual palpable damage apparently 
occurs in the pelvis. 


SUMMARY 


(1) Thirteen women with verified acute gon- 
ococcal pelvic inflammatory disease were treated 
with penicillin, given in saline suspension intra- 
muscularly every three hours in dosages of 
20,000 to 25,000 units, with usual total doses of 
400,000 units. 

(2) All apparently were _bacteriologically 
cured of gonorrhea, as shown by repeated smears 
and cultures. In one case (Case 5) a single 
positive smear and culture were obtained 24 
hours after treatment was begun, but none sub- 
sequently. At that time the patient had received 
200,000 units. 


(3) The symptoms of acute salpingitis and 
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peritonitis showed little or no improvement in 
24 hours, but improved remarkably in 48 hours. 


(4) Cervical discharge changed from the pro- 
fuse yellow character after three to six days to 
a white and mucoid type, decreasing thereafter. 


(5) The inflammation of acute salpingitis 
usually progressed for seven to ten days after 
treatment with penicillin and after the patients 
apparently had been freed of the gonococcus. 
Tubo-ovarian inflammatory masses and pelvic 
induration frequently appeared or progressed. 
Subsequently there were improvement and re- 
gression. Residual damage was found in all 
cases in this series, as adherent ovaries or chronic 
tubo-ovarian inflammatory masses. Such damage 
resulted regardless of whether or not palpable 
masses and induration were present before treat- 
ment. 
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DISCUSSION (Abstract) 


Dr. Lloyd Ross, San Antonio, Tex—I would like to 
ask what the correlation was between the temperature 
findings, leukocytosis, and the response to penicillin. 


Dr. Gray (closing) —Most of these patients with 
acute gonococcal pelvic inflammatory disease, had fever. 
In some, the temperature was only 99.4° but in others 
it was 102 to 103.8°. Most of these had varying de- 
grees of leukocytosis, from normal to 19,000. 


The day after beginning treatment, the patients com- 
plained of practically as much pain as they did at the 
beginning of treatment, but the temperature was reced- 
ing; the 103 was 101°; the 102 was 100°, and usually 
after 48 hours, the temperature was normal. It might 
have risen to 99.4°, but it remained about normal. 


The masses that arise in the pelvis appear to be non- 
specific in origin. The inflammation is started, it is 
going “full steam.” The gonococcus apparently is eradi- 
cated promptly. Perhaps a toxin from the gonococcus 
Increases and prolongs the inflammation. At any rate, 
the inflammation does increase and then it improves 
temarkably, but it leaves damage. 


These patients are gynecologic problems. Penicillin is 
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not the panacea; it does not cure people; it does not 
stop salpingitis instantaneously and restore the tubes 
and ovaries to normal; it does not make gonorrhea an 
innocuous disease for women. Gonorrhea may be in- 
nocuous to men, when they are treated with penicillin, 
but our point was that these women were hurt. 


THE USE OF PENICILLIN IN CERTAIN 
EYE DISEASES* 


By J. F. Harpesty, M.D. 
St. Louis, Missouri 


The purpose of this paper is to present briefly 
some of the practical uses of penicillin in the 
everyday practice of ophthalmology. Dosage 
and preparation of the drug are well known and 
will not be stressed, nor shall we dwell upon 
methods of preservation except to say that the 
sodium salt in solutions of distilled water or 
normal saline maintains full potency for a week 
or more if kept in the icebox when not in use. 


When we began to use penicillin it was very 
difficult to obtain, so its use was limited to the 
most serious cases and especially to cases not 
responding to the usual treatment. The bene- 
ficial results obtained were beyond the usual 
expectancy. It was not found to be a panacea, 
but that it does give help in some cases otherwise 
considered hopeless is beyond a doubt. 


In surface infections, such as infected corneal 
and conjunctival ulcers, topical use of the drug 
was found efficacious. The following case illus- 
trates this point: 


Miss I. G., white, aged twenty-three years, had re- 
current dendritic ulcers of the left cornea for several 
months, accompanying paranasal sinus infection. She 
returned on June 5, 1944, with a severe infection of the 
recurrent corneal ulcer and hypopyon. At least half 
of the cornea was involved and culture showed Strep- 
tococcus hemolyticus. General examination of the patient 
was negative, but frank pus in the sinuses was found by 
the otolaryngologist, and the treatment instituted for 
this was intensive throughout. The patient was hos- 
pitalized and full dosage of sulfadiazine was administered. 
Local treatment to the eye, consisting of atropin, fre- 
quent use of antiseptics and wet packs of sulfathiazole 
solution, availed little to prevent the extension of the 
ulcer. On the third day, with most of the cornea in- 
volved and apparently near perforation, penicillin, 20,000 
units per cubic centimeter of isotonic salt solution, was 
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started as drops, two or three drops being instilled into 
the conjunctival sac every half hour and then every 
hour. Within twenty-four hours the patient was much 
more comfortable and within forty-eight hours a marked 
improvement was noted in the eye. The cornea was 
completely healed and the eye quict within ten days 
with final vision of 20/20 and no scar was visible to 
the unaided eye. 


Since this was essentially a surface infection, 
it was our opinion that topical rather than sys- 
temic use of the drug was indicated. Struble 
and Bellows! have shown by experiments that 
even with massive doses of penicillin intra- 
venously, concentration of the drug in the cornea 
is slight. 

In cases of nontraumatic orbital cellulitis, most 
of them probably due to direct extension of in- 
fection from the paranasal sinuses, local treat- 
ment of the cellulitis with drainage of the abscess 
if present or when it forms, usually bring about 
recovery without great damage to the eye. In 
one case, however, due to an osteomyelitis which 
started in the sinuses and spread to the orbital 
bones, free drainage of the sinuses and orbit 
did not prevent extension of the bone involve- 
ment. Systemic use of penicillin gave prompt im- 
provement, and complete healing of the entire 
condition resulted. In such cases, it should be 
noted, the topical use of the drug is almost 
ineffectual. 

In non-traumatic uveitis it may be considered 
that the infection is of metastatic origin, and 
usually removal of the infecting focus, together 
with appropriate local treatment, brings about 
a cure. However, some cases of deep seated or 
obscure exciting foci prove most stubborn, with 
exacerbation and great ultimate damage to the 
eye involved. In some of these cases systemic 
use of penicillin has proved decidedly beneficial. 


The case of Miss J. M. is in this category. She had 
recurring iritis for twenty years, first in one eye, then 
in the other, and at times both eyes were simultaneously 
affected. She also suffered from chronic arthritis. Re- 


peated examinations revealed nothing but infected sinuses 
which were continually treated but never entirely cleared. 
Following a thorough systemic course of penicillin, she 
has been without a recurrence for a period longer than 
she had enjoyed in years. Of course, it is too early to 
make a positive statement that exacerbations will not 
occur later. 
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Nonluetic keratitis, in no inconsiderable num- 
ber of cases, persists even after removal of all 
demonstrable foci. In these cases the undoubted 
value of penicillin has been proved. 

We have not used penicillin in luetic inter- 
stitial keratitis. Stokes, Sternberg, et al.* have 
reported improvement in some cases when peni- 
cillin was given to counteract the lues. It is 
within the bounds of reason that the keratitis 
would show signs of improvement coincident with 
the beneficial effect of the drug on the luetic 
state. Similarly, in luetic optic neuritis one might 
expect improvement in the same manner. How- 
ever, in lvetic optic atrophy a decided improve- 
ment should not be expected, since in this condi- 
tion there is excessive arachnoidal scarring about 
the chiasm, which in our opinion chiefly accounts 
for the atrophy. Moreover, from frequently re- 
ported Herxheimer reactions it would appear that 
penicillin should be used with great care in the 
treatment of lues where there is any optic ngrve 
involvement. 

In regard to gonorrheal ophthalmia we have 
had no occasion to use penicillin for the reason 
that the few cases we have seen in the past few 
years have responded satisfactorily to treatment 
by the sulfa drugs. 

Sievers, Knott and Soloway® have reported 
good results from intramuscular injections of 
penicillin in gonorrheal ophthalmia. It would 
appear that, since the infection is essentially a 
surface one, topical application of the drug 
should be quite efficacious, especially if used 
also systemically. Wong* claims that the action 
of penicillin is not inhibited by serum, tissue ex- 
tract or the products of tissue breakdown; there- 
fore the copious pus found in such cases should 
not be a deterrent. 

In stubborn cases of chronic suppurating da- 
cryocystitis where intraocular operation is con- 
templated, penicillin 20,000 units per cubic centi- 
meter of normal saline injected into the in- 
fected sac once or twice daily causes rapid clear- 
ing of the infection, at least temporarily. 


Endophthalmitis following penetrating wounds 
of the eyeball should be met with heroic treat- 
ment, and one is justified in giving full dosages 
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of penicillin systematically for any possible bene- 
fits which may be derived. Nevertheless, a better 
course to pursue is to give subconjunctival in- 
jection for quicker and more effective results. In 
such a case following injury which came under 
our observation, foreign proteins and sulfa drugs 
proved ineffective; but prompt improvement 
followed full dosage of penicillin intramuscularly 
as well as daily subjunctival injection of 0.25 
cubic centimeter isotonic salt solution containing 
2,500 units. The final outcome was far better 
than could otherwise have been expected. The 
same therapeutic measures should be instituted in 
cases of postoperative intraocular infection. 


CONCLUSION 


The foregoing remarks on the topical use of 
penicillin in surface infections as well as a 
thorough systemic course of treatment in com- 
bination with its topical use in cases where the 
infection invades the deeper parts of the eyeball, 
should give all ophthalmologists pause. We 
have here a formidable combatant of infections, 
such as we have never had before. When the 
sulfa preparations were heralded a short time 
back as approaching something that made the 
over-optimistic quite jubilant, the saner element 
in the ranks of ophthalmologists were exceedingly 
wary, and it is well that they were, for the re- 
sults of treatment by means of the sulfa prep- 
arations were in many cases far from satis- 
factory. The usage of penicillin as evidenced in 
our cases is an altogether different chapter to 
relate, and while we are not, as we have said, 
proclaiming it a panacea, we do affirm that, until 
it is supplanted by something more effective, the 
practice of ophthalmology has an implement at 
hand to rout superficial and deep ocular diseases 
that have heretofore put up a stubborn and un- 
yielding front to all other treatments. 
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PHYSICAL MEDICINE* 


ITS IMPORTANCE IN ANY REHABILITATION 
PROGRAM 


By FReperick A. JostEs, M.D.* 
St. Louis, Missouri 


In the last few years the practice of physical 
medicine has been given a rebirth. This rebirth 
is not due to the sudden intelligent awakening 
of the medical profession at large to the real 
values of physical medicine as properly and in- 
telligently practiced by our forefathers. Un- 
fortunately this rebirth did not come from the 
awakening of the medical profession, but from 
stimulation motivated by other interests. The 
first, and more or less simultaneous with the 
second, was the stimulus from the God of War; 
the second from the intelligent and far sighted 
decisions of Mr. Bernard Baruch to devote part 
of himself and his worldly goods to education 
of many in the value of this art; and the third, 
from the industrialists and those who insure in- 
dustrialists against large disability benefits and 
work-day losses. 

While these outside stimuli were welcome it 
does seem unfortunate that the medical pro- 
fession could not have recognized a valuable 
asset which it had in the possession of the 
early knowledge of physical therapeutic prin- 
ciples as laid down by ancient practitioners of 
medicine. This heritage we denied as one denies 
one’s birthright. It was our privilege to teach 
this art to those who in their youth rise up to 
take our place. But instead in the tremendous 
advances in other fields of medicine not only did 
we lose sight of the value of physical therapeutic 
principles, but we failed to teach the young 
what little we ourselves retained of this early 
knowledge. 


There are no operations and no medications 
which can do the work of intelligently applied 
physical therapeutic principles. 


*Read in Section on Physical Medicine, Southern Medical 
Association, Thirty-Eighth Annual Meeting, St. Louis, Missouri, 
November 13-16, 1944. 

*The opinions herein expressed are those of the author and not 
necessarily those of the Medical Department of the United States 
Navy. 

¢Captain, Medical Corps, USNR, Bureau of Medicine and 
Surgery, Navy Department, Washington, D. C. 
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It is to be regretted that there are among us 
men who not only do not use physical medicine 
as such, but who teach that physical medicine 
has no value. Fortunately, they are few in 
number. 

In the minds of many physicians physical 
medicine per se has in the past been a somewhat 
limited field. This was probably due to lack 
of understanding of the value of the application 
of physical therapeutic principles in the general 
treatment and rehabilitation of patients suffer- 
ing from almost any kind of illness, physical and 
mental disability. 

To mention the term physical medicine to most 
men in the practice of medicine is to call before 
their minds a mental picture of stiff joints being 
given heat in some form, massage, active and 
passive exercise, or to paint a picture of patients 
for whom nothing else can be done. Completely 
closed out of their minds is the kaleidoscopic 
picture of large physical medicine departments 
offering all forms of heat therapy, all types of 
light therapy, all types of electrotherapy, all 
types of hydrotherapy including swimming pools 
for polio and neuropsychiatric cases, x-ray and 
radium therapy, occupational therapy, industrial 
therapy and industrial orientation, maintenance 
of physical fitness (from exercises in bed to 
more strenuous fitness procedures). 

That physical medicine in its very broad and 
new sense is essential to any rehabilitation pro- 
gram, civilian or military, can only be demon- 
strated by the outline of an acceptable and 
scientifically planned rehabilitation program for 
the military or for civilians. 

Those who have done rehabilitation work 
before realize only too well that any plan of 
rehabilitation must take the total individual into 
consideration. We cannot divorce the physical 
from the psychological even if the major problem 
presented seems purely physical, nor can we 
divorce the psychological from the physical even 
if the major problem seems to be a mental one. 

The all inclusive list of phases of rehabilitation 
as practiced by those experienced in rehabilita- 
tion includes: 


(1) Surgical and medical and psychiatric procedures 
(2) Social service 

(3) Religious counselling 

(4) Psychological survey 
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(5) Social readjustment 
(6) Recreational services 
(7) Educational services 
(8) Physical medicine 
(A) Heat therapy 
(1) General application 
(a) Hyperpyrexia (fever therapy) 
(2) Local application 
(a) Dry and moist 
(3) Diathermy 


(B) Light therapy 
(1) Luminous, ultraviolet 
(2) Radiant, infra red 


(C) Electrotherapy 

(D) Hydrotherapy 

(E) X-ray and radium therapy 
(F) Mechanotherapy 


(1) Massage 
(a) Effleurage, stroking 
(b) Petrissage, kneading 
(c) Friction, rolling of underlying tissue 
(d) Topotement, percussion 
(e) Vibration 


(G) Exercise 

(1) Active 

(2) Passive 

(3) Resistive 
(H) Manipulative therapy and traction 
(I) Occupational therapy 
(J) Industrial therapy, industrial orientation 
(K) Physical fitness measures 


(9) Prevocational guidance 
(10) Aid in civil readjustment 


Let us briefly enlarge upon the subheading 
under the outline of phases of rehabilitation 
dealing with physical medicine. Most of you 
are acquainted with the value of each of these 
modalities, but for emphasis, we will briefly 
mention some of these values, especially im- 
portant in rehabilitation. 

(A) Heat increases circulation, releases ten- 
sion, prepares a field for more effective massage 
and manipulation. General application of heat 
in the form of hyperpyrexia has an effect on 
certain types of deep-seated infections. 

(B) Light is an adjunct of good living and 
well being. It is a stimulant when properly ad- 
ministered to quailing spirits. 

(C) Electrotherapy serves many purposes. It 
has value in keeping muscles active which tem- 
porarily do not have normal stimulation for ac- 
tivity. In shock treatment it has beneficial effects 
on certain types of psychiatric cases. It has value 
in the mechanics of surgical procedures. 


(D) Hydrotherapy is effective in treating in- 
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fection, in stimulating activity, in releasing of 
tension, in combating fatigue, in affording sooth- 
ing exercise to patients suffering from over stim- 
ulation of mental disturbances. 


(E) X-ray therapy and radium therapy have 
effects on abnormal growths of cells, upon ac- 
tivities of certain glands, and other effects. 


(F) Mechanotherapy in the form of massage, 
and so on has a relaxing effect, to say nothing 
of the loosening of scar tissue which may be 
sufficient to inhibit normal use of muscles and 
joints. Massage also has a soothing effect upon 
the nervous system. 


(G) Exercise, active, passive and resistive, 
has the effect of assisting elimination, of produc- 
ing a feeling of well being, and of giving health 
and vigor to sluggish individuals. 


(H) Manipulative therapy and traction have 
the effect of changing relative position of ad- 
jacent parts, thus relieving crowding and some- 
times local pressure and joint tension. 


(I) Occupational therapy as described by the 
American Occupational Therapy Association “is 
activity, mental or physical, prescribed by a phy- 
sician for its remedial value. Physically its func- 
tion is to increase muscle strength and joint 
motion as well as to improve general body health. 
Mentally its function is to supply as nearly as 
possible normal activity through avocational 
projects and prevocational studies and training.” 


(J) Industrial therapy is that form of physical 
medicine which prepares a patient for active 
participation in industria! activity for future en- 
deavor and which is one of the final measures 
used to bring about as complete a restoration to 
the former state as possible. Thus is the defini- 


tion of rehabilitation lived up to in the final 


measures of physical medicine. 


(K) Physical fitness measures. The main- 
tenance of physical fitness which is purely a 
physical medicine problem has long been recog- 
nized for normal healthy individuals. Under 
sudden strain one would find fewer tired hearts 
if the owners of those hearts had gently exer- 
cised them each day. How important then must 
it be, to have men incapacitated by disease and 
injury maintain their physical fitness to shorten 
convalescence and to disprove the old theory that 
convalescence is worse than the disease both 
mentally and physically. Many generations ago 
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the orthopedic surgeon recognized how much 
more rapidly man got about and back to his work 
if his muscles were not allowed to atrophy, if 
his joints had regular motion, if he realized that 
his physical strength had not been drained out 
of his body by the inactivity of bed rest. 


To quote our English colleague, Colonel Large, 


“Rehabilitation while in hospital, desirable in all cases, 
is essential for those with long-term injuries when fit 
for it. It is estimated that by this means the average 
period of incapacity might be reduced by one-third. In 
the wards at fixed hours daily, purposeful exercises are 
organized in order to maintain or restore the function 
of injured parts, especially limbs and joints, and the 
tone of all somatic muscles, by promoting their use and 
stimulating circulation. Such exercises should be pro- 
gressive and may well be combined with physiotherapy 
and massage given by a fully-qualified masseur under 
medical supervision. Grouping of similar or allied dis- 
abilities provides the most valuable spur of competition 
in the race for recovery and a musical accompaniment 
may serve to cheer the depressed along the upward 
road.” 


In closing let us not when this war is over 
forget our principles of rehabilitation as we did 
following the last war. Let us not forget a most 
important phase of rehabilitation, namely: the 
physical medicine phase of rehabilitation. Let us 
not let our future civilian and military patients 
suffer for the want of application of good sound 
principles of the practice of physical medicine 
in helping them to get well and fit quickly 
following illness and accident. 


COLLES’ FRACTURES* 


By J. WARREN WuitE, M.D. 
Greenville, South Carolina 


Fractures of the distal end of the radius at its 
point of weakness, that is at the point where the 
dense cortical bone joins the more fragile spongy 
bone, was first described as a traumatic lesion 
by an Irish surgeon, Abraham Colles, in the 
Edinburgh Medical and Surgical Journal a hun- 
dred and thirty years ago. In this article, which 
is well worth reading, long before the days of 
x-ray it will be remembered Colles describes ac- 
curately the method of incidence, anatomical dis- 


*Read in Section on Orthopedic and Traumatic Surgery, Southern 
Medical Association, Thirty-Eighth Annual Meeting, St. Louis, 
Missouri, November 13-16, 1944. 
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placement, method of reduction, and immobili- 
zation. Prior to his article this entity, because 
of the frequent lack of crepitus, was usually con- 
sidered as a dislocation rather than a true frac- 
ture. Sir Astley Cooper thirty years later de- 
scribed the same condition but not nearly so 
accurately and was as pessimistic about the 
outcome as Colles was optimistic. 

As this is one of the three commonest frac- 
tures, its frequent discussion is justified, par- 
ticularly as we see evidence of unintelligent 
treatment all around us. Technically, according 
to Dr. Colles himself, this fracture occurs about 
‘an inch and a half above the carpal extremity 
of the radius.” In my experience this is a little 
high. No mention is made by him of any involve- 
ment of the ulna. 

The classical trauma producing this injury is 
a fall on the outstretched hand and arm and it 
is the most frequent fracture of the various ones 
sustained by this injury from the carpal scaphoid 
to the clavicle. This impact causes the dorsal 
supinatory displacement of the distal fragment 
which most authorities agree is held best in the 
so-called Cotton-Loder position and with the fore- 
arm in full pronation. Some method must be used 
to maintain the ulnar deviation either with the 
continuation of firm pressure of the cast over 
the dorsal aspect of the thumb, as described by 
Watson-Jones, or against the distal end of the 
second metacarpal and base of the index finger. 
All authorities are not in complete agreement 
on this latter point but when one appreciates the 
displacing force and the pivotal function of the 
strong discus articularies between the distal end 


of the two bones, it is logical to believe that - 


the deformity is best held corrected by the 
above mentioned position, at least for the first 
two or three weeks. It is well also for several 
days at least, to carry the plaster or a bandage 
down over the fingers including the thumb, to 
avoid the distressing “neck-of-the-bottle” swell- 
ing. 

The internal architecture of the distal end of 
the radius shows why the bone gives way where 
the dense cortex changes to softer cancellous 
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bone mass which forms the enlarged distal end 
containing the articulating surface for the carpus. 
The continuation of the cortical bone more dis- 
tally on the volar aspect of the bone explains, 
even if the character of the trauma did not, 
the dorsal displacement and production of the 
so-called silver fork deformity. Another advan- 
tage of the temporary pronated position is that 
it tends to twist the bones into closer apposition 
and prevents the widening of the interosseous 
space which here, however, is not so serious as 
the widening of the ankle mortise in a Pott’s 
fracture. 

In the definitive treatment, that is, after first 
aid, first of all where there is sufficient displace- 
ment to justify the diagnosis of a Colles’ frac- 
ture, an anesthetic, preferably general, is neces- 
sary. The use of a local anesthetic is not or- 
dinarily justified as the injected fluid interferes 
with the employment of the high degree of finger 
perception required in these fractures and also 
prevents the application of a close fitting cast so 
essential in holding the parts efficiently. 

With complete muscular relaxation obtained 
by the anesthetic, sufficient force must be used 
to effect an accurate anatomical reduction proven 
by antero-posterior and lateral x-rays, remember- 
ing that not infrequently one must “bear down” 
strenuously to disengage the fragments which 
may be firmly impacted. Exaggerating the de- 
formity first is advocated by many, but a power- 
ful rocking motion using the ulna as a fulcrum 
is recommended by most surgeons. The flexed 
ulnar deviated (or Cotton-Loder) position it is 
felt is the most stable using either a sugar tong 
splint around the elbow or extending the carefully 
padded cast to the axilla in order to maintain 
the pronation for from two to three weeks. A 
supporting sling should be used. At the end of 
this period, the upper arm part of the cast may 
be removed to a point just below the elbow allow- 
ing the mid rotation position to be assumed. 
Frequently a new proximal end of the forearm 
cast has to be put on because of its looseness at 
that point, or occasionally even an entire new 
close fitting cast. Subsequent x-rays are desir- 
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able to be sure no slipping has occurred, par- 
ticularly if the cast is changed. 

Splints, home or custom made, are to be 
avoided as much as possible. They are ill-suited 
for the job in the first place even when accurately 
made and applied and require continual adjust- 
ment. The plaster cast or anterior posterior 
plaster splints are by all odds the best way to 
care for these injuries. If a circular plaster is 
used, it may be bivalved immediately but not 
loosened unless circulatory impairment requires 
it. 

Even in elderly people, the plaster should not 
be removed or loosened routinely before the 
fifth or sixth week, and even then the half cast 
or shell should be employed for another fortnight 
or so after physical therapy has been started, 
warning against passive motions even by the 
patient himself. Finger motions must be started 
as soon as reasonable (the next day after reduc- 
tion) and kept up until the final removal of the 
cast when the whole hand is being mobilized in- 
cluding, of course, the wrist and forearm rotation. 

This fracture occurs very frequently in elderly 
people as a result of extremely minor trauma. 
Their senile osteoporosis is a predisposing cause. 
As a result of this osteoporosis, considerable 
bone absorption takes place and the development 
of some shortening deformity frequently must 
be expected and the patient warned. Surgery 
in elderly people ordinarily must be avoided to 
correct even relatively severe deformities either 
in treated or untreated cases. It is frequently 
surprising what a good functional result can de- 
velop in an ugly looking forearm. 


In conclusion 
(1) Do not attempt reduction without x-rays. 


(2) Do not attempt reduction without an 
anesthetic. 


(3) Do not stop short of anatomical reduction. 

(4) Do not use splints if plaster is available. 

(5) Do not take the cast off too soon. 

(6) Do not forget to tell the patient to move 
his fingers. 

(7) Do not use too strenuous physical therapy 
actively or passively. 


(8) Do not resort to subsequent surgery in 
older people. 
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SUGGESTED FORMULA FOR FINANCIAL 
AID TO LOCAL HEALTH JURISDICTIONS* 


By W. K. SHarp, Jr., M.D.+ 
Bethesda, Maryland 


That progress has been made in the promotion, 
stabilization and development of public health 
work in this country during the last 25 years is 
common knowledge. Probably more constructive 
work has been accomplished during the last 
decade as a direct result of the work done prior 
to that time in studies, demonstrations and 
planning, which in reality laid the groundwork 
for our broad general public health program. The 
question of aid to states and local health jurisdic- 
tions is almost as old as the Service itself and 
is a recognized principle, since Congress enacted 
laws over half a century ago charging the Pub- 
lic Health Service with the duty of preventing 
the interstate spread of disease and of cooperat- 
ing with state and municipal health agencies. 


(I) THE APPROACH 


The approach to this problem was through at 
least five different channels: 

(A) Studies were made by the Public Health 
Service from 1906 to 1914, in cooperation with 
state and local health agencies, of typhoid fever 
outbreaks and epidemiological investigations of 
other communicable diseases. 

(B) House-to-house sanitary surveys were 
made from 1914 to 1917 by Lumsden of 18 fairly 
representative counties in 16 states. One of the 
main ends to be attained by these surveys and 
intensive educational campaigns for sanitation is 
the creation of adequate local health services. In 
January, 1910, the Sanitary Commission of the 
Rockefeller Foundation began operations by es- 
tablishing working relations with the state de- 
partments of health. This arrangement con- 
cerned itself primarily with studies and investi- 
gations of hookworm disease. The studies made 
by the Public Health Service and the Rockefeller 
Foundation provided the basis and the general 
cooperative philosophy now being extended from 


*Read in Section on Public Health, Southern Medical Associa- 
tion, Thirty-Eighth Annual Meeting, St. Louis, Missouri, 
November 13-16, 1944. 
tMedical Director, U. S. Public Health Service District No. 2. 
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the Public Health Service and many other 
agencies to state and local health jurisdictions. 

(C) Experienced medical officers were de- 
tailed by the Public Health Service to state 
health departments to assist in the development 
of full-time local health work. In some states 
epidemiologists, engineers and others were as- 
signed, and in several instances officers were as- 
signed by the Public Health Service to act as 
state health officers. 

(D) For the fiscal year 1917, Congress pro- 
vided $25,000 for the rural sanitation work of 
the U. S. Public Health Service. In 1918-1919 
financial aid was extended to the states for spe- 
cial studies of and demonstrations in rural health 
work, and the funds appropriated by Congress 
for the two years amounted to $150,000 per 
annum.! This financial aid was given to states 
mostly on a bargaining basis to develop full-time 
local health services in those areas which offered 
the best prospects for obtaining immediate re- 
sults. The appropriation provided by Congress 
in 1931 was $2,000,000 for cooperation with the 
states in the drought-stricken areas.? Subsequent 
appropriations were made to assist in flood- 
stricken areas. It is significant that in 1926 
of the 307 local health departments, 280, or 91 
per cent, received financial assistance for the 
support of their local health services from extra- 
county sources.’ In 1929, of the 467 counties or 
districts with full-time local health services, 419, 
or 88 per cent, received financial aid from extra- 
county sources such as the Public Health Service, 
Children’s Bureau, Rockefeller Foundation and 
others. The same situation was true in most 
of the constructive development of local health 
service in this country. Some states secured spe- 
cific appropriations from their legislatures to as- 
sist local jurisdictions in providing financial 
assistance for developing local public health pro- 
grams. The Louisiana General Assembly appro- 
priated $112,000 for the biennial period of 1928- 
1930 to aid in the development of local parish 
units.° The Mississippi plan had its inception 
by the state’s bearing 50 per cent of the cost of 
the full-time local health departments during the 
first year, 33-1/3 per cent for the second year 
and 20 per cent for each year thereafter.® Ala- 
bama,’ Tennessee,® and several other states 
made similar financial agreements with local 
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governments for aiding them in developing local 
health service. It is also significant to note that 
in 1922 when Congress provided $51,460 to aid 
states in the development and studies of rural 
sanitation, the total amount was spent in 15 
states, which was an average of approximately 
$3,430 per state.® This small amount was ex- 
pended only in carefully selected areas where 
the Service and state had good reasons to believe 
the fund would be properly utilized. To compare 
this with the financial aid extended 20 years later 
from the Public Health Service alone to the 
same states under Title VI of the Social Security 
Act, the total amount allotted was $3,771,023 
or an average of $251,401.53, and under the 
Venereal Disease Control Act these same states 
during 1942 received an allotment of $2,921,450 
or an average of $194,763.33 per state, making a 
total average for Title VI and Venereal Disease 
of almost half a million dollars per state. This 
comparison with the allotment from the Public 
Health Service in 1922 is most encouraging. 

(E) It was not until the enactment of the 
Social Security Act in 1935 and the special 
Venereal Disease Control Act in 1938 that sub- 
stantial financial participation was provided 
states by the Federal government to assist in the 
development of their public health programs. 
Most probably, funds will be available through 
the Public Health Service at an early date to 
assist states in organizing a tuberculosis control 
program. Funds are allotted by the Service to 
the state health agencies for their public health 
programs under Title VI of the Social Security 
Act on the following basis: 


Population .27.5 per cent 
Special health problems.......... 45.0 per cent 
needs 27.5 per cent 


The total amount made available by Congress 
for the fiscal year 1944 was allotted to the states. 

Funds are allotted to the states for venereal 
disease control activities on the following basis: 


Population .. 17.93 per cent 
Venereal disease problem......42.18 per cent 
Financial needs .....................- 17.67 per cent 


Approximately 77.78 per cent of the total 
amount available for the fiscal year 1944 was 
allocated to the states. 


It will be noted that there is a difference in 
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the percentage allotted for the venereal disease 
problem as compared with Title VI of the Social 
Security Act. It is believed that the funds which 
are to be granted to states in connection with the 
projected tuberculosis control program will be 
essentially on the same basis as the Social Se- 
curity and Venereal Disease monies. It is also 
noted that other agencies, especially the Chil- 
dren’s Bureau, have allotted funds for a specific 
purpose under a specific formula agreed to by 
state health officers, and the whole general 
scheme of a unified formula seems to be feasible. 


(II) OBSERVATIONS 


When it is realized that the state health 
agency is responsible for the allotment annually 
of millions of dollars for public health work in 
its jurisdiction, and in view of the following in- 
formation collected from the states by district 
offices of the Public Health Service, it is fitting 
that we should direct our attention to a uniform 
plan of allotting Federal and state funds to local 
(district, city and county) jurisdictions. 


We have heard from 45 of the 48 states and 
they can be classified in four categories as to 
the allotment of funds to local health jurisdic- 
tions: 


States employing no particular formula.................... 28 
States in which allotment of funds is covered 

by statute 8 
States making no local allotments 5 
States employing a formula 4 


Total : 45 


The four states employing a formula are 
named with the thought that a summary of the 


methods used might be helpful in consideration 
of this subject: 


Alabama.—On a basis of needs, using property 
values as differential, counties are grouped in 
brackets according to their ability to pay for 
health service. Those lowest in scale of purchas- 
ing power bear 40 per cent of the cost, those next 
higher 45 per cent, and on to the ones most able 
to pay which bear 60 per cent of their respective 
budgets. 


Georgia.—Percentage of state participation for 
counties with full-time health departments of less 
than 50,060 population is 50 per cent, between 
50,000 and 100,000 it is 40 per cent, and above 
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100,000 it is 35 per cent of the medical, nursing, 
sanitation and clerical personnel agreed upon. In 
those counties not having complete health de- 
partments, the state reimburses for one-third to 
two-thirds of nursing service, dependent upon 
population. 


Michigan.—A committee was appointed to de- 
vise a formula for the allocation of Federal and 
state funds early in 1942, and although the 
formula has not been officially adopted it was 
considered in plans for this fiscal year. The 
methods employed and the computations in- 
volved can be carried out by any accomplished 
statistician. Funds are allocated on the following 
criteria: 

30 per cent on a population basis 

30 per cent on the basis of financial need 

25 per cent on health needs 

15 per cent with regard to population density. 


Oregon.—Forty per cent assistance from 
funds of state health department is given on 
basis of actual expenditures in counties with less 
than 35,000 population, 30 per cent from 35,000 
to 70,000, and 20 per cent over 70,000. 


The majority of the states use no particular 
formula but base their allocations on the in- 
dividual needs of the counties, such decisions 
being made through conferences with state staff 
and local officials and observations made dur- 
ing visits to the communities concerned. How- 
ever, keen interest in a formula was evidenced 
by many of the states when the above informa- 
tion was obtained by the district offices. 

The average American knows too little about 
the functions and duties of his state and local 
health departments, and he understands even 
less. The Public Health Service does not estab- 
lish or even seek to establish Federal jurisdic- 
tion over state and local health departments. On 
the contrary, its policy is to aid in every possible 
way the development, extension and maintenance 
of sound, economically administered, full-time 
state and local health services with efficient and 
qualified personnel. 


Therefore, the Federal policy gained from long 
years of valuable experience in its dealing with 
states, that is, through sanitary surveys, special 
studies and demonstrations, assignment of offi- 
cers to states, and special studies during World 
War II leads one to believe that the way is 
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reasonably clear with our combined resources to 
develop a sound, cooperative, broad, general pub- 
lic health program on a national basis. 

In a paper given in New Orleans at the 
Twenty-Fifth Annual Meeting of the Southern 
Medical Association in November, 1931, Mus- 
tard and Sharp! pointed out that in rendering 
service the state department of health has the 
opportunity to function along the following gen- 
eral lines: (1) through financial assistance, (2) 
through establishment of standards for personnel, 
(3) through administrative guidance, and (4) 
through technical service. Elaboration on ‘“‘finan- 
cial assistance” was given and is quoted: 


“Though it is generally agreed that the state is 
obligated to assist financially in the development and 
maintenance of county health work, and though most 
extra-state agencies route through the state department 
of health their aid to counties, there is no consensus of 
opinion as to what constitutes adequate local health 
service, nor as to the degree in which the state should 
participate financially. Except in very rare instances 
permanent progress has not been made in developing 
local health work without financial aid and technical 
assistance from extra-county sources. Many schemes 
have been tried, a number of others have been proposed. 
At the two extremes of those methods in operation are 
(1) that system which allocates a flat amount of state 
funds to every county regardless of population, health 
problems, ability, or lack of ability of the particular 
county to pay for health service; (2) the system where 
the amount of state commitment is made, not according 
to any previously considered standard or formula, but 
rather in light of apparent needs of the local situation 
and to some extent on the basis of bargaining. * * * It 
would seem that whatever plan for state aid is adopted, 
it must be easily understandable and readily applicable. 
Perhaps the two elements most concerned would be the 
assessed valuation and unit of population to be served. 

“Financial commitment to a county should be made 
on the basis of a contract between the state department 
of health and the responsible local authorities. Where 
the terms of the contract are not committed to writing 
and not signed by both parties, it is almost inevitable 
that there arise some misunderstanding and cross-currents. 
One of the most unfortunate of these is that the state 
department of health loses its partnership rights and 
fails to develop reasonable standardization in county 
health work, as in records, procedures, and definition of 
terms. Thus the central office finds itself in a position 
where, because of pressure of one sort or another, it is 
forced to continue to contribute to a local department 
of health even though a very poor grade of work is 
being done.” 


It should be stressed that there is nothing new 
about this idea. The states, with long years of 
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experience in their relations to local governments 
as they pertain to county home demonstration 
agencies, county farm organizations and highway 
and school systems, have adopted schemes of 
this kind. For example, state aid for schools is 
usually allotted on a definite legal formula. This 
distribution of state aid concerns itself with the 
foundation school program, preliminary com- 
putations, values to apply for number of terms 
of experience for each teacher, size of school, 
and so forth. Other details, such as local share 
of revenue, reports and disbursements of state 
aid to counties, are published in state educational 
bulletins. Information as to allotments made 
at beginning of fiscal years is available to every 
one, including the members of the state legisla- 
ture and local appropriating powers, that is, 
mayors, county judges and others. 


(III) RECOMMENDATIONS 


I therefore recommend for your most serious 
consideration a plan comparable to the one 
adopted by the Public Health Service. 

A specific formula should be adopted for the 
allocation of state and extra-state funds to the 
local health jurisdictions on the basis of financial, 
public health and population needs. This should 
be done at the beginning of the fiscal year. For 
obvious reasons this formula should not be the 
subject of state statute, in order to render the 
program flexible and yet maintain the continuity 
thereof. Would it not be wise for the state health 
officer to designate a group composed of local 
health officials, with the central staff of the state 
as consultants? Such a formula could be sub- 
mitted annually to the conference of health 
officers in the same way as is done by the 
Surgeon General of the Public Health Service. 
Wide publicity through state publications, the 
press and otherwise should be given the formula 
and the availability of funds, because it is be- 
lieved the public should have this information. 
Allotments should be made to the local health 
jurisdictions whether or not they have provided 
an approved local health service. No payment 
should be made to any local health jurisdiction 
until and unless that agency meets the state’s 
accepted plan, including an outline of a program 
and local organization formulated after a careful 
analysis of local health needs, reports, merit 
system, retirement and other requirements. It 
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would also be wise for the state to provide for 
necessary legislation to combine several units or 
join city and county health departments, and 
also to make provision for sufficient machinery 
to carry out this plan. 

To be certain, there will be many local offi- 
cials for the first, or second, or even third year, 
who will not request their payment from the 
allocation and some may never meet the require- 
ments. At the same time it would seem that an 
effort should be made to stir into action local 
groups by proffering such aid. 

From the foregoing, it is evident that as Fed- 
eral and state funds become available to the 
states, in practically all instances the allocation 
of these funds was made to local jurisdictions 
without a specific formula and in most cases 
on the basis of group judgment, health needs and 
ability to pay, or to supplement a depleted local 
program. No one doubts the sincerity of purpose 
or wisdom of judgment, as in our enthusiasm to 
strengthen our program we have done the best 
we could under the circumstances. However, 
with the ever-increasing appropriations from 
Federal, state and local agencies, it would appear 
that this stage has been passed and considera- 
tion should be given to adopting a formula and 
making it known to the public, since public 
health work is no longer confined to small vested 
groups but is a public affair and more and more 
supported by public funds from public taxes, 
as it should be. It is true that it will require 
time, leadership and funds to provide personnel 
to meet all of our public health needs. We are 
not suggesting that the adoption of a formula 
be an overnight decision but a gradual and in- 
telligent five- or ten-year plan. 


Of the 2% million dollars paid to the states 
in 1936 under Title VI of the Social Security 
Act, the unused balance was approximately 44 
per cent of the amount paid. The next year this 
dropped to 23 per cent and in 1940 to 17 per 
cent, even though the amount paid to states had 
been almost quadrupled. In 1941 the total 
amount available to states, including balances 
from 1940, was over 12%4 million dollars and 
the unused percentage thereof was 11. This 
went to an all-time low of 9 per cent in 1942, 
and in 1943 it was increased slightly to 12 per 
cent. In connection with the Venereal Disease 
Control appropriation, the unused percentage 
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dropped from 21 in 1939 to 13 in 1943, not- 
withstanding an increase in funds available from 
approximately 214 million to 11 million dollars. 

The writer does not advocate legislation to 
compel appropriations for the establishment of 
full-time local health services but it is suggested 
that we use our influence, intelligence, leader- 
ship, enthusiasm and, most of all, our oppor- 
tunities to extend full-time local health service 
to all the people on a state-wide basis. Those of 
us engaged in public health work for the last 25 
years have insisted by our own actions and even 
by legislation that all health work should be 
coordinated and directed by the official health 
agency. This was done to effect economy and 
efficient administration, prevent duplication of 
effort, and bring about harmony. It appears 
now, with increased appropriations, that we have 
the greatest opportunity of all times to develop 
public health in its broadest aspects. 

To summarize briefly: 


(1) Each state is autonomous in all matters 
pertaining to public health. Since the state and 
not the Federal government is the sovereign 
power, the administration of the public health 
program is primarily a state responsibility. 

(2) For more than half a century the Public 
Health Service and the state and local health 
departments have made outstanding progress in 
their joint efforts to develop sound, economically 
administered public health programs. Some sec- 
tions of the country have apparently made more 
progress than others. This is to be expected. 

(3) In view of the above, it would appear 
that there is nothing basically new in this well 
established Federal-state cooperative procedure. 
Since 1935 Federal financial aid has been grad- 
ually increasing to assist the states in developing 
their public health programs. When it is realized 
that the state health agency is responsible for 
the allotment of millions of dollars for public 
health work in its jurisdiction, it would seem that 
this is an opportune time for the states them- 
selves to adopt and announce publicly and other- 
wise their formula for the allocation of Federal 
and state funds to local health organizations. As 
a working example, the formula adopted by the 
Public Health Service in making its allocations 
to states is believed to be satisfactory. In every 
contest, from sports to battle, the idea is to get 
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on the offensive. Would it not therefore be wise 
for those state health agencies desiring to ex- 
tend financial aid to local health jurisdictions to 
offer the same opportunity to share in Federal- 
state financial aid as is now being extended to 
the states by the Federal government? 
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DISCUSSION (Abstract) 


Dr. Philip E. Blackerby, Louisville, Ky—In this 
matter of allocation of funds, a great many factors are 
involved. Dr. Sharp has given us the three basic factors: 
population, economic need and health problems, but 
there are many others. He told us that the states had 
been allocating funds from Federal grants-in-aid, and 
from state appropriations on an arbitrary basis. I 
believe he did mention some four or five states that 
had undertaken to apply formulae. I would like to 
know just how the formulas in those states are working 
out. It would seem from what he said that they are 
applied practically from the level of the three factors: 
population, health need, and economic need. 


A factor that has to play a part in determining the 
allocation of funds is the type of organization and the 
character of administration influencing ability to absorb 
funds allocated to units of service. Here are two counties 
adjoining, or two district units adjoining. One of 
them may have a health officer who has the capacity for 
evaluating the need of his area and, therefore, can 
absorb more money and apply it more practically and 
more usefully than the man in the adjoining area. Con- 
sequently, he automatically creates a need in the mind 
of the state administration for allocation of greater 
amounts than the fellow in the next area can demon- 
strate or demand. And, so, you can go all the way along 
the line, and find that there are units of service better 
able to absorb funds and put them to practical use for 


‘greater results, and we just naturally, on a state level, 


have to take that into consideration. 


The Federal Government, the United States Public 
Health Service and the Children’s Bureau, I am sure, at 
times would probably like to be in a position to 
allocate funds arbitrarily to a state that seems to have 
demonstrated the ability best to absorb and apply them 
for useful service. I think we can find no better illus- 
tration of this than in the fact that, from year to year, 
since grants-in-aid have been made to states, a number 
of states at the end of the fiscal year have had large, 
unexpended balances, while a number of states, or- 
ganized on a different basis and having probably a 
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larger number of units of local service with reasonably 
well trained staffs, have been able to absorb the money 
that was allocated to them, and had very little, if any, 
balances at the end of the year. 


Now, I have the feeling that in Washington they are 
thinking in terms of holding in reserve some of the 
appropriations made by Congress, something maybe 
like 10 per cent, in order that they may have a backlog 
from which to make allocation to states that do show 
the ability to absorb them and spend them for good 
public health service. Dr. Sharp, as I said, cannot give 
us a specific formula that we could apply in each of the 
several states, but he has stimulated us and provoked us 
to thinking of the need for the state administration to 
provide a formula for the allocation to the local level. 
I join with him in expressing the hope that perhaps 
within the next five years some one of these five states 
already having formulas, or some of the rest of the 
states that are experimenting with formulas, can come 
out with something that will add to the basic formula 
now used by the United States Public Health Service, 
and help us work out the apparent inequalities. 


We have no specific formula in operation in Kentucky. 
We have been arbitrarily allocating our funds to units 
of local service largely upon the basis of their ability 
to absorb them and their capacity for putting over good 
programs. I think, probably, that would be the experi- 
ence of most of the states that have the responsibility 
for the allocation of funds. We have had, in our basic 
law down in Kentucky, a specific thing that cannot be 
avoided. Back in 1918, when our county unit law was 
established, it was provided by statute that each county 
should have $2,500.00 of state aid. Before we begin 
distributing funds on any basis of formula, we first 
have to recognize that the law requires us to allocate 
to each county, regardless of population and regardless 
of need or economic status, the $2,500.00. Then, with 
the additional money appropriated by the general 
assembly and the funds that come from Washington, 
we recognize the need on a basis of equity. 


The doctor has suggested that we should get, not 
necessarily experts, but a group, maybe, representing 
local and state administrations to begin the study of 
a workable formula that would meet all the needs in 
a practical and as nearly an equitable way as possible. 
Our Director of County Health Units, together with his 
administrative assistant, a man of considerable experi- 
ence in the administration of and application of funds, 
and the statistician for local health services, the three 


- of them, have been working along this line for some 


time. I am going to give you here just a formula we 
are experimenting with. I think to you it will be as 
complicated as it is to me. They tell me, however, that 
they will be able to get something out of it, particularly 
in relation to economic needs. 


The formula for the distribution of funds is set up 
on the population basis, with the assumption that a 
third of the money is available to local use for popula- 
tion, a third for economic need and a third for health 
problems. So let me give you just this paragraph out of 
what Dr. Gambill gave me before I left. 


ide 
“2 
| 
= 
: 


Vol. 38 No. 6 


The amount of money a specific county receives on 
the basis of financial needs is determined by the ratio 
of the average per capita assessed valuation for all 
counties to that of the particular county, weighted by 
the county’s population. 


Thus, if the average per capita assessed valuation for 
all counties is $400.00, and that of a specific county, 
$200.00, the ratio would be four hundred divided by 
two hundred, or 2, which would be multiplied by that 
county’s population to give a theoretical population rep- 
resenting weighted need. On the other hand, in the 
case of a county with an average per capita assessed 
valuation of $800.00, the ratio would be four hundred 
divided by eight hundred, or one-half, which ratio would 
likewise be multiplied by the county’s population to 
get a theoretical population representing weighted 
financial need, for that particular county. The theoretical 
populations representing weighted need are then added 
together to give a total theoretical population for all 
counties. Then, the ratio of a particular county’s 
theoretical population representing weighted need to the 
total theoretical population for all counties, represents 
the proportion of money allocated to that county on 
the basis of financial need. 

Thus, if a particular county’s weighted population is 
1 per cent of the total of the weighted population of 
all counties, then that county would receive 1 per cent 
of the money to be allocated, solely on the basis of 
financial need. 

It is clear from this procedure that counties with lower 
assessed valuations, populations remaining constant, are 
allocated more money than counties with higher as- 
sessed valuations. The financial need factor is applied 
uniformly to all state and Federal funds to be allocated, 
except the special $2,500.00 state sum for each county. 

Now, the purpose of this is to raise the status of 
the county with low economic assessed valuation up to 
a higher level, and to bring the size of the fellow above 
him down as near to his size as possible. 

The amount of money allocated to a particular county 
on the basis of health problems is determined by the 
ratio of that county’s health problems to the sum-total 
of health problems for all counties. The index used 
to represent health problems is based on the number of 
deaths from specified causes. Here again, the factor of 
administrative ability plays a part. A good health 
officer knows how to adapt his program and the use 
of funds to meet his health problems, and justify the 
allocation of the funds to that county. 

You can get three or four of your staff representing 
different experiences and different types of training, 
your administrative assistant if you have one, your 
director of the unit and your statistician or whatever 
you may wish, and you may bring in from your counties, 
some of your best local administrators to help you in 
the determination of special need as a factor. 

Dr. Sharp has told me that he does not anticipate that 
any specific formula will come out under five years, 
but he did want to provoke us to thinking of the need 
of it. We agree with him that it is our responsibility 
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to do something to bring about an equitable distribution 
of funds allocated to the protection of the health of 
the people. 


Dr. Ben F. Wyman, Columbia, S. C—I have worked 
on this problem for the last twenty years, and I get 
more and more confused as the years go. The method of 
distribution of funds for the aid of county health de- 
partments is of such vital importance and is such a 
well recognized need that, sooner or later, some proper 
formula for it must be made and legally authorized. 

In South Carolina, where we have 46 counties, all 
organized as local health departments, we believe that 
the state should contribute according to population 
and according to financial need. For example, if we 
use the one mill as an appropriation by the state and 
distribute these funds, 50 per cent on population and 
50 per cent on financial need, a very satisfactory 
result will be found. As part of this idea, the counties 
should make a like appropriation, which means that 
each one would contribute to the local health department 
one mill. Thus the counties with more assessed valua- 
tion and, as a rule, larger population, would receive 
more money from this local levy. 


We do not believe that funds should be appro- 
priated by the state on account of special health prob- 
lems. With the exception of malaria and, to a small 
extent, typhus fever and possibly one or two other 
health hazards, the health problems throughout the 
state are about the same. 


In the use of Federal funds such as venereal disease, 
tuberculosis, crippled children, and title VI funds, the 
special health problems can be met. For example, the 
Maternal and Child Health funds can be distributed on 
the number of births, the Venereal Disease funds can 
be distributed according to the venereal disease problem, 
and the same would go for tuberculosis, industrial 
health, if and when the same are received, and possibly, 
in the future, funds for cancer. If I may be permitted, 
I should like to re-state my ideas about this matter as 
follows: that funds received from the Federal Govern- 
ment and any outside agency would be distributed to 
the county health departments on the basis of health 
problems, while the funds from the state would be 
distributed on population and financial need. The local 
funds, which must of necessity be made available, of 
course will remain in the county and become part of 
the general pooled resources. We are so fortunate in 
South Carolina as to have only 46 counties, the smallest 
in population being about 13,000 to 14,000, with suf- 
ficient estimated evaluation to receive from a one mill 
levy approximately $2,000.00. Thus, from all sources, 
the smallest, least important county would have a 
budget of at least $10,000.00. 


Dr. George A. Dame, Jacksonville, Fla——We have in 
Florida, counties that range in population from less than 
3,000 to counties of more than 250,000. The areas of our 
counties run from less than 400 square miles to upward 
of 2,000 square miles. We have a very unusual and 
difficult state for which to devise a contributing formula. 


Several other factors in Florida have to be taken into 
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consideration. The larger metropolitan areas can admin- 
ister public health for less per capita than the thinly 
populated areas. It is, also, true that the wealth of 
these sparsely inhabited rural areas is drained off into 
our larger urban centers. 

When we know the amount of funds available for 
local health service we deduct certain sums to be set 
up for special programs in unorganized counties, such as 
tuberculosis and venereal disease control. This gives us 
a definite balance to be used for contributions to local 
health units. These units are composed of from one to 
three counties at present. 

Our present methods for contributing funds are in- 
-adequate, unfair and subject to much criticism from 
the various counties affected. 

I want to devise a formula that I can throw on a 
director’s desk out in one of our units and let him in 
five minutes figure out what he may expect from the 
state. 

The formula I will probably use runs about like this: 

County contribution is defined as all contributions 
arising from any county source. State contribution is 
composed of all monies contributed by the state board 
of health from whatever source. 

We then consider a contribution of fifty cents per 
capita from a county as basic. A “losses and gains” 
clause provides that for each cent less than basic con- 
tributed by a county, one per cent of the state’s con- 
tribution is withheld. If a county puts in more than 
basic then one per cent is added to our contribution 
for each cent the county puts in above fifty cents. 

The state’s basic contribution is arrived at in this 
manner: For the first 10,000 of population the state will 
contribute $1.00 per capita; for the second 10,000, 70 
cents per capita; for the third 10,000, 40 cents per 
capita; for the fourth 10,000, 20 cents per capita; and 
for all other population, 10 cents per capita. 

When you draw a median through these contributions, 
as set up by the proposed formula, it coincides very 
closely with the median of our present contributions. 

Some counties now through caprice or accident receive 
largely in excess of what they are entitled to, while other 
counties necessarily bear the loss. Our effort is to 
correct these discrepancies. 

We are attempting to devise and use a formula so 
simple and fair that a director of a unit with it in his 
hands and, knowing his own counties’ contribution and 
his counties’ population, can in a few minutes figure 
out approximately how much the state board of health 
will contribute to his county. 

A clause in our proposed formula provides that to 
whatever per cent our contributable money shrinks or 
expands, the same percentage is reflected in our con- 
tributions to counties. 


Another clause provides for a leeway of two per cent 
either more or less for purposes of rounding off the 
figures in the various items. 

Now, this formula is not 100 per cent fair and 
square. but neither will it ever be possible to devise 
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one, however complicated, that is perfect. Our present 
method is at least unsatisfactory to not less than 95 
per cent of the people counties. The formula I am 
proposing should satisfy 95 per cent of them. 

I am sure that when this proposed formula is used 
we will get better cooperation from our units and better 
cooperation from county contributing agencies. 


Dr. Sharp (closing). — Dr. Ben Wyman has done 
a splendid job in his efforts to develop a formula 
for South Carolina. He needs our support. My sugges- 
tion to him would be to employ a competent statistician 
to make his allocation of the funds, because each one 
of the three gentlemen who discussed this paper indi- 
cated he was favorable to a formula which would be 
flexible. I have had long years of experience in dealing 
with this matter and have reached the conclusion that a 
competent statistician will be of great value in solving 
this problem. 


THE FUTURE OF PSYCHIATRY 
IN MEDICAL EDUCATION* 


By T. A. Watters, M.D. 
New Orleans, Louisiana 


The man of today thinks of the world of 
tomorrow. Shaken by war, and tantalized by 
uncertainty, he searches for values to sustain 
him; and with few to be found, he is appre- 
hensive. Conditioned by a seething system of 
commercialisms, converted through advertising 
into subtle fictions, he is confused. Beneficiary 
of an education too materialistic and objective, 
he is perplexed. His has been an education 
heavily charged with science without direction; 
opinion without learning, knowledge without wis- 
dom. Groping for security, he lays aside sophis- 
try and science, introspects with synthesis, and 
in so doing, discovers the cogent compensations 
of holistic thought.! Participating less as “TI,” 
and more as “we,” he relates himself to his group, 
and his group to larger groups, reconstructing 
for himself a world at once more tolerant and 
tolerable. Sharing the uneasiness of a rising 
generation, he yearns for a society built on safe 
values, full facts, and whole postulates. He 
wants an educational system designed with in- 
sight; one with a faith in democracy that will 
humanize man; one that will make man secure 
against man. 


*Chairman’s Address, Section on Neurology and Psychiatry, 
Southern Medical Association, Thirty-Eighth Annual Meeting, 
St. Louis, Missouri, November 13-16, 1944. 
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Unfortunately, the schools have not kept pace 
with the needs of society, all participating in 
what might be considered a sick system of edu- 
cation, possibly the result of a pedagogy reflect- 
ing too faithfully the public’s demand for what 
is superficial and utilitarian. To a certain extent, 
education has been reduced to a veneer of sophis- 
tication far removed from disciplined thinking 
and guiding reflections on man. Thousands of 
years of theology have set up ethereal and ir- 
revocable values which have largely eluded man’s 
realization. Parallel with these, are other values, 
deriving from a “scientism’* which has in- 
doctrinated an illusory concept of progress, at 
once too materialistic and devoid of an advancing 
system of criteria.* These parallel and often 
conflicting viewpoints have ignored a wide mid- 
dle ground, unintegrated and uncultivated, which 
education has neglected too long. Otherwise, man 
might have been spared his present plight. 

If he is to be studied honestly, it must be with 
the understanding that man is an integrated en- 
tity, living in a society, which though built by 
his mentation, has little understanding of its 
working. Education based upon a proper study 
of man’s mentation would be integrated: neither 
too far to the right in ethereal values, nor too 
far to the left in materialism, but one fully utiliz- 
ing the middle ground of mentation, with a 
healthy regard for extensions into fields of 
thought giving humility and meaning to life. Our 
system has been one of information and knowl- 
edge, but not sufficient wisdom to live and help 
live. 


Education must awaken, revitalize itself, and 
drive out the confusion and folly from the out- 
side world that have entered the halls of learning. 
Our students enjoy self government, and speak 
freely of their likes and dislikes, thereby seduc- 
ing many instructors into striving for popularity 
at the expense of teaching what the student needs 
to know. Vamping and revamping the courses 
of study has removed them further from dis- 
ciplines which have stood the test of time to 
favor those that seem expedient and in line with 
popular demand. Much of value has been de- 
leted or diluted. 


The pre-medical student does not get enough 
biology, possibly no sociology, cultural anthro- 
pology nor philosophy, and only in recent years 
has psychology been taken seriously as some- 
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thing to be graciously emphasized. Lacking good 
courses in dialetic, logic, and the methodology of 
science, the student’s mind is not trained to 
deal with the bewildering body of facts presented 
to him in medicine. Only too often his memory 
is taxed to the breaking point, partly because he 
has not learned to think effectively and broadly. 
Moreover, the student too often is moved by the 
belief that professional education is an end in 
itself, and pre-medical training only a means to 
that end. The result is, he merely tolerates the 
latter, and fails to obtain the important knowl- 
edge he will sorely need in his professional train- 
ing and practice. 

In addition, the student comes to medical 
school with widely different motivations.‘ He 
wants to be a doctor, to be sure, but usually a 
specialist to boot. Only too often his opinions 
already are channelized as to what is important 
for him. Unless he had the rare good fortune to 
receive competent advice about courses prepara- 
tory to medicine, and acquired a constructive at- 
titude along with his knowledge, he starts in 
medicine with a narrow perspective. 

In this school he encounters an anomalous 
system of disciplines and sciences, inter-related, 
but not integrated; a structure, not only poorly 
balanced, but without a guiding philosophy and 
without sound pedagogy. In accordance with the 
curriculum, he begins his four-year tenure of in- 
struction. The average freshman feels that sur- 
gery is the great field in medicine, because 
“something is done for the patient;” “internal” 
medicine is a close second, because in giving 
drugs, he is “‘doctoring,” (moreover, his patients 
have not been educated to expect more of him 
than this). If he is told, or happens to think 
about psychiatry, he considers it a highly special- 
ized subject which constitutes only a small seg- 
ment of practice, mysterious and bizarre, which 
does not concern him. Quite often too, his father 
who is a docter or his father’s friend who may 
be a doctor, has injected him with reservation 
and resistance towards psychiatry. Added to 
this, scoptical attitudes on the part of some 
of his instruc.» 3 serve to crystallize and pre- 
serve his pr uuice. 


Thus cc. :litioned by the traditional attitude, 
he starts digging into dead flesh, to be deeply 
imbued with an organic bias® toward human be- 
ings and their disorders, from which it is difficult 
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for him to free his thinking. As he cuts and dis- 
members his cadaver, supposedly to get the idea 
as to how it ticked, taking the parts to pieces, 
cutting them up and staining them, he gets the 
cellular theory of existence. In biological chem- 
istry, he studies human juices, secreted by cell 
colonies, it is true, yet which also may be in- 
fluenced by the emotional integration of the 
whole man. Pursuing his studies in physiology, 
the emphasis is put on systems and their func- 
tions. In the contemplation of the wonders of 
pickled and stained tissues, he loses sight of the 
foundations for a pathology of suffering man. 
He pursues his course unchecked by any ade- 
quate presentation of the concepts of organiza- 
tion, integration, and individuation. One sees 
here, with the exception of neuroanatomy and 
psychobiology, a viewpoint that deals with 
man as a summation of his organs, rather than 
an integrated person. 

Emerging from the preclinical years into his 
clinical years, the student is taught to examine 
the live man as he examined the corpse in an- 
atomy, too often ignoring his total integration. 
Too frequently too, in “internal” medicine, the 
patient is studied according to physiological 
precedent, in that his work is distributed largely 
to organs and organ systems. (The hospital also 
conforms to such a plan in the arrangement of 
wards, perpetuating the emphasis on organs 
rather than the total man.) Psychiatry, which 
would stress instead the “physiology of the per- 
son” and a knowledge of emotional disorders,® 
must often stand helplessly by, watching the 
student gain a fixed and narrow view of human 
illness. With the present form of “clinical” 
teaching, the student goes through the school 
with little opportunity to study his patient’s set- 
ting and environment, thereby failing to gain an 
understanding of powerful factors, many physical, 
many social, combining to conspire against his 
health and security. Such approach, it is true, 
is evidence of an honest attempt to do a good 
job, but shows a lack of appreciation on the 
educator’s part of what is hoped to be the high- 
water mark of this dehumanizing process’ at 
work in 1944. Veritably a framework of in- 
doctrination and instruction from which many 
a student might emerge in a dilemma, were it 
not for his common sense, and the efforts of some 
courageous teachers who have emancipated their 
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pedagogy from the segmentation process. In- 
stead of a course of study built around live 
man, it is built around the cadaver; instead of 
one built around the person, it is built around 
the body; instead of disorders, diseases; instead 
of dynamisms, detachments; instead of a socially 
and environmentally conditioned man, a mind- 
less body. Psychiatry, with a few notable ex- 
ceptions, cannot compete in the presentation of 
“facts,” handicapped by limited time, limited 
personnel, and a limited budget. Perhaps if some 
grateful and fore-sighted laymen could endow 
psychiatry to the extent that some of the older 
branches of medicine have been favored and re- 
favored, psychiatry would find a more ready 
acceptance. Unfortunately, it sometimes takes 
money to jog apathy and point out the obvious, 
a thing clearly seen in physical medicine which, 
too, has had a long and often disheartening 
struggle. 

Psychiatry can play a vital role in the inter- 
pretation of human suffering, yet it is considered 
by too many educators only as a specialty, with 
little realization that its most useful and unique 
place in education is to give the student an 
over-all appreciation of his studies, promoting a 
true assimilation and integration of the facts he 
will need to know, and blending them with a 
constructive attitude needed for an understanding 
of his patients. It is the discipline which gives 
him a broad, unfettered approach to the live 
being, a knowledge of which is the most im- 
portant thing in this world today. 


There is so obvious a lack of understanding 
of the need of a student to be oriented at the 
beginning of his course in medicine; to be given 
a guiding incentive, a perspective of all that is 
coming and why; in short, an holistic, over-all 
concept of his four years. Rather, he becomes 
too often the victim of departmentalization, and 
the petty jealousies sometimes associated there- 
with. Although perhaps awed and impressed 
by a super-scientific approach to the sick being, 
near the end of his studies, he will often say in 
confidence, that he has not learned the technic 
of handling his patient as a person in his own 
setting; just as often, he is confused and be- 
wildered along the way. One of my students, 
about to graduate, made a scene over the pros- 
pect of a home visit to his patient in order to 
help him readjust and hold the gains he had 
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made in the hospital. He claimed not to see the 
necessity for the call, nor did he realize its 
value to him as training for the duties of his 
profession.* Without the support of all the 
elaborate equipment appertaining to the modern 
hospital and laboratory, he was lost. The psychi- 
atry he had was too little and too late. Nothing 
had prepared him for the ordeal of facing a 
patient in the unfamiliar and terrifying setting 
of a humble home. He had nothing to say as a 
doctor to the grateful parents, nor to the patient 
he had tended daily in the hospital for some 
weeks. With all his education, he had failed to 
gain an over-all view of medicine and its relation 
to man. There had been lacking a philosophy 
behind his education. It is here, I believe, psy- 
chiatry can offer a great service, because it thinks 
not only for the total man, but also of the total 
situation of which man is a part. 

In reading from reports ranging from 1871 to 
1944,°19 one is impressed by the repetition of 
the same recommendations regarding psychiatry, 
indicating that many medical educators will not 
face facts. They talk glibly of the whole man; 
of the importance of psychiatry, and yet utterly 
fail to recognize the gains it has already made 
since the first World War. To quote from a 
recent article, 


“The variable and unpredictable operation of the cen- 
tral nervous system remains our least understood area 
of knowledge; but even in the fields of the mind we 
are sensing the beginnings of scientific procedures.”11 


Had medical education made practical use of the 
truths already discovered by psychiatry, they 
would long ago have been put to work. With cer- 
tain exceptions, it is hampered by imprisonment 
in a sub-department today. When it begs for 
emancipation and opportunity, the excuse is 
given, “Psychiatry has not yet found itself . . 
One can ask, “Has medical education found 
itself?” 

Medicine has slowly evolved out of magic and 
mysticism into an era strongly colored by an- 
atomy; then it moved into one in which physi- 
ology took a strong position. Now we are in an 
era in which psychiatry and its disciplines 
(psychobiology, psychopathology, psychosomatic 
medicine, and psychoanalysis) are reshaping hu- 
man thought. But already we are heading to- 
ward a future in which sociology will play a role 


WATTERS: FUTURE OF PSYCHIATRY 427 


and have its effect upon medical thinking.4* With 
the realization that medical education is a 
dynamic process subject to change, psychiatry 
can offer constructive suggestions, so that the 
earnest educator can reflect upon his cumber- 
some system, and with a new arrangement, pre- 
pare the student more effectively for his service 
to human beings. 

The matriculate should be educated in classical 
disciplines, with a knowledge, particularly in 
biology, which fully regards living creatures as 
organized and integrated, with careful appraisals 
of the waxing and waning rhythms of life: a 
biology of functions as well as structures. He 
should have strong courses in psychology, giv- 
ing him an understanding of the processes of 
mentation through which knowledge has been ac- 
quired and given meaning, and with which in the 
future, man will attempt to solve his problems. 
He would study behavior, with emphasis on the 
role of the emotions, followed by a course in 
experimental methods to enable him to gain a 
scientific approach to the study of human be- 
havior. He needs sociology to teach him the 
laws of social phenomena and their influence 
upon the individual; anthropology too, to give 
him a knowledge of custom, cultural forms, and 
culturally conditioned behavior (responses)!* and 
its relation to organic and biologic phenomena. 
Philosophy also, is most important, with courses 
in this discipline calculated to broaden the 
student’s perspective through the study of man’s 
reflections, the history of his systems of thought, 
both good and bad; in dialectic, designed to 
sharpen his imagination and capacity for dis- 
course, and the manipulation of ideas with spe- 
cial emphasis on reification; in logic, to teach 
him precision in the mechanics of thought, in 
constructing theses and detecting fallacies; the 
methodology of science to bring home clearly and 
irrevocably the mighty method that has given 
man so much, but which, lacking sound phil- 
osophical and sociological tenets, can turn against 
him to destroy him and his works. He should 
have mathematics, physics, chemistry, languages, 
to be sure, and other courses obviously essential, 
planned by those who know better than I, their 
importance in rounding out the student with a 
classical knowledge of mankind’s history and 
achievements. 
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To receive consideration by the medical school, 
the student should be asked to present himself 
for examination, whereupon he can be observed 
and interrogated by a committee on selection, 
which should include a psychiatrist. (A similar 
procedure is required by the Army, and also by 
many industrial organizations. Is not the pursuit 
of higher learning of equal importance?) This 
interview should be preceded by a biography for 
study by the committee, giving something of his 
background and “breeding,” his moral character, 
his motive in studying medicine, his objective in 
being a physician. His mental and physical health 
should be carefully appraised by proper psycho- 
logical and physical studies. A study of his social 
adjustment and academic success is pertinent, 
because unsatisfactory adjustment and low 
grades during pre-medical education will most 
surely indicate a poor foundation upon which to 
superimpose his professional training. In addi- 
tion to aptitude tests, personality tests (Ror- 
schach and others) should be given by the psy- 
chologist attached to the psychiatric department. 
These procedures will be of value in detecting 
emotionally unstable students, who then would 
receive proper assistance from a psychiatrist im- 
mediately, rather than come to him in the third 
or fourth year of medicine, profoundly disturbed 
about themselves, facing a possible breakdown. 

Once in medical school, the student should be 
given an orientation course, acquainting him with 
the job that lies ahead, an over-all appreciation 
of what the study of medicine entails, his privi- 
lege in being able to study it, his duties as a 
student, and later as a physician. He should 
have much about medicine’s struggle against 
darkness and superstition, acquainting him with 
its problems of today, and those of tomorrow. 
When he undertakes the study of anatomy and 
physiology, he should at the same time begin 
psychobiology,!® thereby getting early the con- 
cept of totally integrated man, with his many 
emotional processes at work, and what these can 
do to his structures and functions. This last 
should be a strong course to which plenty of 
time could be given, and in which other teachers 
would participate. A good course in embryology 
should come at this time, for this course recapit- 
ulates the evolution of the individual with his 
many opportunities for regression and defective- 
ness, the basis of many of his troubles. Neuro- 
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anatomy taught as “live anatomy” and biology in 
action, seen as dynamic systems with the 
hierarchy of ascending centralization of ca- 
pacities, emphasizing constantly the integrative 
function of the nervous system, will be of 
tremendous value. 

In his second year, psychopathology should be 
taught, particularly from the standpoint of emo- 
tions and their more subtle effects upon the 
organism, directing the student’s interest less to 
traditional mental disorders, and more to those 
encountered in the average person, well or sick, 
as seen by the average physician. He should be 
thoroughly impressed with the subtle and far- 
reaching powers of suggestion. Built into this 
course, or integrated with it, should be a course 
in medical sociology, designed for the young 
doctor, so that he may have a full understand- 
ing of the environmental factors at work in his 
patient, and learn to think in terms of the society 
he will serve, and his professional and civic re- 
sponsibility to it as a community leader; he 
should have some knowledge of community or- 
ganization, and health and welfare resources. The 
student should be kept fully informed of political 
changes, and their possible effect upon him and 
his profession. 

Already encountering a changing pedagogy, in 
biological chemistry, physiology, and pathology, 
in favor of the patient as a person, he moves into 
his clinical years. Here psychiatry must broaden 
its scope into a block, and consume time com- 
mensurate with medicine and surgery, teaching 
its own traditional disorders (neuroses, psy- 
choses), but more so through liaisons with in- 
ternal medicine, surgery, pediatrics and special- 
ties, so that the student will get the concepts 
of psychosomatic medicine through two-depart- 
ment ward work and case conferences. Good 
courses in neurology well integrated with 
psychiatry, and taught by personnel of the 
same department, with the aid of neurosurgeons, 
will serve to maintain a healthy respect for the 
integrative function of the nervous system, to- 
gether with a knowledge oi its more struc- 
turally determined disorders. To his ward work, 
the student will add home visits to complete his 
knowledge of the case, utilizing thereby what 
he learned about social factors in medical 


sociology. 
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During the senior year, in the form of clerk- 
ships, he will see more selected cases and follow 
them therapeutically over a long time, if pos- 
sible, six to eight months under scrutiny, thus 
getting the advantage of watching his thera- 
peutic efforts grow into results. His instructor 
should carefully study his physician-patient re- 
lationships, giving him the benefit of a critical 
analysis of his personality in action. Further 
consideration the senior year, too, can be given 
to cases implicating psychiatry in other fields 
through inter-departmental consultations and 
two-department rounds. A course combining 
medical ethics with economics can profitably be 
given this year. 


Such a plan offers to the young doctor the 
prerogatives of a practice built upon an educa- 
tion which has instilled the principles of medical 
ethics and high ideals along with a grasp of the 
fundamentals which will enable him not only to 
hold what he learned in school, but to add 
worthily to this knowledge, and specialize if he 
so desire. It presents the objective of preparing 
a physician who is equipped to do general work 
in medicine; one who is socially responsive and 
responsible; one who will serve his society as a 
leade.. and an important one, respected and 
revered; a professional servant with idealism, in- 
telligence, interest, and integrity. 

Looking still further into the future, we can 
perhaps give some thought to making our courses 
increasingly practical from the beginning, mak- 
ing more use of our students as is being done in 
Russia!® and Mexico, both in and out of school. 
For example, it becomes a question whether the 
internship will stand as a polishing-off process 
as it is theoretically intended, or rather will it 
come to be built into a system of general prac- 
tice for a period of time, following which the 
young doctor could then take up a specialty. 
Such realization could well give the student an 
incentive to work for general excellence in all 
branches suited to the needs of a general prac- 
titioner, as a prerequisite toward fulfilment of his 
professional ambitions. State boards could de- 
mand so many years of his time in preparation 
for his ultimate field of work. Such a pro- 
cedure might mark a new cultural or social or 
professional pattern in which one must give to 
his society before he could receive from it in a 


WATTERS: FUTURE OF PSYCHIATRY 


429 


pecuninary way from the job for which he 
prepared. 

The curriculum appears to call at present, for 
rearrangement and a few discreet additions; not 
for more time, but a better distribution of time; 
and finally, a basic philosophy of what is needed 
to make a good doctor in a world fr different 
from the one of Hippocrates, Galen, and Ve- 
salius; in short, a framework of learning that 
will lead to a broad pragmatic approach to man 
and his personal and social disorders. 

I would at once emphasize the fact that psychi- 
atry taught adequately and consistently from 
year to year, is not calculated to set up a glorified 
system of psychiatric education, nor to train 
specialists,!* but rather to keep before the student 
a philosophy of medicine that makes for a full 
knowledge of the sick man, a knowledge of a 
person with a “mind,” a person whose illness 
may have social implications. Psychiatry opens 
to medical education, not only a discipline to be 
taught among the other disciplines, but a wisdom 
of sick and distressed man that can well be the 
guiding philosophy of medical education. It 
offers an epistemology with an over-all concept 
of sick man, transcending the concept of structure 
and part function; an epistemology of whole 
man; one which includes health in its real mean- 
ing, “hale, hearty, whole.” It reminds and com- 
pliments the general practitioner on being a 
“teacher, philosopher, counseller,” 1® but points 
out that such training must not be left to chance, 
but is one to be assiduously cultivated. Psychi- 
atry will spare the specialist a narrow per- 

spective, and thus avoid the amusing but pathetic 
disaster of specialists working together, but with 
clashing concepts at the patient’s expense. Med- 
ical educators should see psychiatry broadly, as 
a wisdom about the sick man; as an attitude to- 
wards a sick person; as a means through which 
principles can be established for a pedagogy 
more sound; as a means to fulfill their responsi- 
bilities in turning out a learned physician, sound- 
ly motivated and fully equipped to manage and 
treat the man of today. Otherwise the shifting 
sands of political fortune may obliterate the 
ancient precedent: teaching our young doctor 
the way we think best. 


Medical education, then has a big future, one 
of addec responsibilities and broader concerns. 
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Besides undergraduate teaching, the medical edu- 
cator must offer opportunities for postgraduate 
and graduate instruction patterned, too, on an 
epistemology of total man in his total milieu 
for those who wish to supplement their knowl- 
edge and experience.!® It is conceivable that, 
ultimately, postgraduate work may come to be a 
requirement for continued license to practice. 

The medical educator must also conceive of 
a future where the medical school will become a 
medical university and be a medium of oppor- 
tunity and instruction for others than the doctor. 
Why should this not be the responsibility of the 
medical educator? We must instruct those 
ancillary workers who serve the profession too: 
the nurse, technician, physiotherapist, radio- 
therapist, occupational and recreational ther- 
apist; the dentist, pharmacist, veterinarian, mor- 
tician; psychologist, social worker, and certain 
other scientists. Such duties must be seriously 
considered, not only because their assistance 
can be made more serviceable to the profession, 
but because it can do a better job in giving these 
workers a position of security and professional 
discipline which will shape their thinking to 
conform with ours. As it stands, some of these 
workers are far removed from medical discipline 
until graduation, a shortcoming often the basis 
for misconception and lack of cooperation. That 
they should be trained in the medical university, 
is a logical step likely to be taken in the future 
by one progressive institution.2° Eventually, we 
shall thus all have a common ground of thinking, 
and such training will give a hierarchy of respon- 
sibility and duty that can be obtained in no 
other way. 

Education faces a future that will call for con- 
templation and counsel. It must accept pos- 
sibly one of the greatest challenges it will have 
in its history. It may elect to stumble or struggle 
through; on the other hand, it may deliberately 
plan for the preservation of academic and pro- 
fessional freedom, a grave thought, not to be 
dismissed. Coming out of the accelerated pro- 
gram into a postwar world, changes are im- 
minent, and it may well be this is the time 
courageous deans and faculties should underwrite 
foresight with new attitudes and new responsi- 
bilities. Preparation for our life work is long 
and arduous; it must also be adequate, with a 
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generous margin for growth. Our education must 
be broader and bolder in scope than heretofore. 
Too sadly lacking throughout the medical cur- 
riculum is an appreciation of the social structure, 
forces, and organization from which we have 
evolved, and to which we belong. Yet already we 
have foreseen that the next era towards which 
medicine is moving is one in which sociology will 
play an important role. We must lay claim to 
the future, or be smothered in the dust of our 
own traditions and robbed of our prerogatives. 
It has been well said, 


“The statesman who works in policy without principle, 
the theologian who works in forms without a soul, the 
physician who, calling himself a practical man, refuses 
to recognize the larger laws which govern his practice, 
may well find that they have been building truth into _ 
the wall, and hanging humanity upon the cross.”’22 


American medical education has a great pur- 
pose: one of teaching in a land of personal en- 
terprise, a land where the leadership of tomorrow 
must be better than the leadership of yesterday, 
possibly in a new age, the Golden Age of 
Medical Education. 


Too Utopian? Not for educators with vision, 
in quest of professional excellence, whose careers 
their students may emulate. 


BIBLIOGRAPHY 
C.: Holism and Evolution. New York: Macmillan 
"R.: Education for Freedom. La. State U. Press, 
Pp 


1 

2 

3. Urban, Witbur M.: The Logical Foundations of Democratic 

Dogma. The Rice Institute Pamphlet, 30:2, Chap. 3. 

4. Watters, T. A.: Personality Problems of Medical Students. 
The Centaur, March, 1938. 

5. Watters, T. A.: Psychiatry in Nursing Education. Forty- 
Fifth Annual Report of the National League of Nursing Edu- 
cation, 1939. 

. Watters, T. A.: Emotional Factors in Disease. New Orleaas 
Med. & Surg. co 92:118 (Sept.) 1939. 

. Watters, T. A.: The Physician-Patient Relationship. New 
Orleans Med. & Surg. J., 97:No. 3 (Sept.) 1944 

. Ackerly, Spafford: The Teaching of eo ‘to Under 
graduate Medical Students. J. A. Med. Col., 18:—, 1943. 

. Ebaugh, F. G.: The History of Psychiatric Education’ in the 
United States: 1844-1944. Amer. J. Psychiatry, 100:151 
(April) 1944, 

10. Graves, Wm. M.: Some Factors Tending Toward Adequate 
Instruction in Nervous & Mental Diseases. J.A.MA., 

13:1706 (Nov. 14) 1914. 


Coon 


11. Wilbur, Ray L.: Medical Education Today. J.AMA,, 
124:815 (March 25) 1944. 
12. Medical Education in the United States (1934-39). Council 


on Medical Education & Hospitals of the A.M.A., Chapter 19, 
page 203. Chicago, Ill.: American Medical Association. 

13. a. of the Committee on Psychiatry in Medical Educatiun 
of the A.P.A., concerning the Fifth Regional Institute held 
at St. Joseph, Mo., March 23-April 4, 1942, Psychotherapy, 
Pg. 1 (General Remarks). 

14. Benedict, Ruth: Patterns of Cultures. New York: Houghton 

Mifflin Co., 1934. 

Watters, T. A.: Practical Points on Teaching Psychobiology. 

Delivered before “Symposium on Psychiatric Education” at 

American Psychiatric Association Meeting, June 8, 1938, 

San Francisco. Printed privately. 

16. =, J.: Medicine Under the Czars and Under Stalin. 


Va. Med. Monthly, 71:84 (Feb.) 1944. 


: 
4 
NG 
‘3 
‘3 
: 


Vol. 38 No. 6 


17. Watters, T. A.: A Guide to Psychobiology and 


edical School. 

18. Bowman, J. Craig: The Role of the General Practitioner. 
J.A.M.A., 126:331 (Oct. 7) 1944. 

19. Graduate Medical Education—Report of the Commission in 
Graduate Medical Education, p. 56. Chicago: University of 
Chicago Press, 1940. 

20. Norris, Edgar H.: The Medical Science Center of Wayne 
University. J. Assn. Med. Col., 19:122 (Sept.) 1944. 

21. Bortz, Edward L.: New Horizons in Medicine. Sou. Med. 
Jour., 37:349 (June) 1944. 

22. Holmes, Oliver W.: Currents and Counter Currents. Medical 
ee ee p. 176. New York: Houghton Mifflin & 


1508 Pine Street 


HISTORICAL SKETCH OF PROCTOLOGY 
IN THE SOUTH* 


By Tom E. Smitu, M.D., F.A.CS.t 
Dallas, Texas 


Thomas Carlyle in “Sartor Resortus’”’ says 
“The history of the world is but the biography 
of great men,” and our own great essayist, Ralph 
Waldo Emerson, in “Friendship” says “There is 
properly no history; only biography,” and the 
history of proctology in the South bears out their 
views. 

The founder of American proctology was a 
southerner and one of whom all of us can be 
proud. Dr. Joseph M. Mathews! began the gen- 
eral practice of medicine and surgery in Louis- 
ville, Kentucky, in 1870 and continued this until 
1877. After noticing how little attention was 
given to ano-rectal diseases he decided to fa- 
miliarize himself with that field. He went to the 
mecca of proctology, St. Mark’s Rectal Hospital 
in London, for the training offered by Mr. Alling- 
ham and his associates. He returned to Louis- 
ville in 1878 and devoted himself to proctology 
exclusively. In 1880 he was made Professor of 
Surgery in the Kentucky School of Medicine and 
in 1883 the Department of Proctology was es- 
tablished. This was the first time rectal and 
colon diseases were regularly taught by a sep- 
arate department in a recognized medical college. 


*Chairman’s Address, Section on Proctology, Southern Medical 
Association, Thirty-Eighth Annual Meeting, St. Louis, Missouri, 
November 13-16, 1944. 

TMajor, Medical Corps, Army of the United States, Brooke 
General Hospital, Fort Sam Houston, Texas. Assistant Professor 
of Proctology, Southwestern Medical College, Dallas, Texas, 
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He published his text-book,? “Diseases of the 
Rectum” in 1893. 

In spite of his extreme aggressiveness he was 
popular with his medical confreres for he was 
elected to the presidency of the Mississippi Val- 
ley Medical Association, Louisville Clinical So- 
ciety, Kentucky Medical Society and was the 
President of the American Medical Association 
in 1899, having the distinction of being the 
youngest man ever elected up to that time. 

Eighteen ninety-nine was a busy year for 
Dr. Mathews for, along with the responsi- 
bilities required of the president of the American 
Medical Association, he gathered twelve of his 
friends who limited themselves to proctology for 
the founding of the American Proctologic So- 
ciety on June 6 and 7 in Columbus, Ohio. He 
was elected its first president and presided over 
its inaugural meeting in Washington, D. C., the 
following year. He continued the practice of 
proctology until his retirement in 1912 and died 
on December 21, 1928. 

Interestingly enough, three other southern 
proctologists were present at the founding of 
the American Proctologic Society, and two were 
elected charter members. They were Dr. Samuel 
T. Earle of Baltimore, Maryland, and Dr. A. 
Bennett Cooke of Nashville, Tennessee.* 

Dr. Earle,* a native of Maryland, graduated 
from the Baltimore Medical College in 1870 and 
practiced at Centerville, Maryland, for fifteen 
years. He moved to Baltimore in 1885 and de- 
voted his practice to proctology. His superior 
surgical results led to the establishment of a 
chair in proctology in the Baltimore Medical 
College (now University of Maryland), and he 
was professor from 1896 to 1907. This was 
probably the second medical school to establish 
a separate department and it has continued to 
this day. Like Dr. Mathews he was appreciated 
by his colleagues and was elected first president 
of the Board of Maryland Medical Examiners, 
president of the Medical and Chirurgical Faculty 
of Maryland and was the fourth president of 
the American Proctologic Society. He published 
a text book,® “Diseases of the Anus, Rectum, and 
Sigmoid” in 1911. He continued a very active 
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life and was an advocate of horseback riding and 
fox hunting until his death in 1930. 


The third southern proctologist who was a 
founder of the American Proctologic Society was 
Dr. A. Bennett Cooke of Nashville, Tennessee. 
He began lecturing on diseases of the rectum in 
1895 while he was Professor of Anatomy in the 
Medical Department of the University of Nash- 
ville. Later he became Professor of Anatomy and 
Clinical Proctology in the Medical Department 
of Vanderbilt University. He was Secretary- 
Treasurer of the American Proctologic Society 
from 1903 to 1907 when he became ninth presi- 
dent of that organization. He later became in- 
terested in general surgery and moved to Los 
Angeles, California. He published “A Treatise 
on Diseases of the Rectum and Anus” with nine 
other proctologists in 1914 after he had moved 
to California.® 7 

The fourth southern proctologist who was 
president at the founding of the American Proc- 
tologic Society was Dr. John L. Jelks of Mem- 
phis, Tennessee, who is with us today. Dr. Jelks 
was elected to membership in 1900. 


Dr. Jelks* graduated from the Memphis Hos- 
pital Medical College in 1892 and began the 
general practice of medicine and surgery in 
Memphis in March 1893, and to quote Dr. Jelks, 


“Having purchased a Martin chair, and all other avail- 
able instruments and equipment my work gradually in- 
creased in this field of endeavor, though I continued my 
general and abdominal surgery for some years until my 
proctologic work would sustain me.” 


In 1902 one of the many interesting things 
that has happened in Dr. Jelks’ full life oc- 
curred. To quote, 


“I read a paper before the Mississippi Valley Medical 
Association, the title of which was ‘The Relationship 
Between the Genito-Urinary Tract and the Rectum,’ in 
which article I described the nervous, vascular, muscular, 
and fascial complex relationships. My old friend 
Joseph Mathews jumped on me with both feet, but my 
kinsman, Dr. James T. Jelks, then the Professor of 
Gynecology in the College of Physicians and Surgeons 
in Chicago, came to my rescue by describing the small 
space occupied by these organs and beautifully empha- 
sized what he described as a valuable contribution.” 


The medical writings of Dr. Jelks have been 
many but he is most noted for his articles on 
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intestinal protozoa, focal infections, and his 
operation for rectal stricture. He wrote the chap- 
ter on dysentery in Dr. Hirschman’s text book® 
and the chapter on intestinal protozoa in the 
Cyclopedia of Medicine (Piersol) in which he 
became the first to advocate iodine and arsenic 
treatment for the condition. He was the first to 
call our attention to focal infections in the causa- 
tion of gastro-intestinal diseases and he has re- 
peatedly said that ano-rectal surgery should not 
be done until the “upstairs” focal infections of 
tonsils, adenoids, teeth and sinuses were eradi- 
cated.° He reported “A New Operation for 
Rectal Stricture” in the 1931 edition of ““Trans- 
actions of the American Proctologic Society.” 

Dr. Jelks was elected vice-president of the 
American Proctologic Society in 1908 and be- 
came its thirteenth president in 1911. He served 
as president of the Memphis and Shelby County 
Medical Society during the First World War. 

As the oldest practicing proctologist in Amer- 
ica, by virtue of his 52 years of service, we will 
be forever indebted to Dr. Jelks for his outstand- 
ing contributions to our specialty. 

Another of our pioneer proctologists is also 
with us today. He has limited his practice for 
over 30 years and inspection of his career is an 
inspiration. He is Dr. Emmett H. Terrell! of 
Richmond, Virginia, who became interested in 
proctology in the early part of 1911 and im- 
mediately sought out Dr. James Tuttle of New 
York City as a preceptor. Dr. Tuttle is to be 
remembered as one of the founders of the Ameri- 
can Proctologic Society and his text book” on 
rectal diseases published in 1903 is still a classic. 
His tremendous private practice plus his con- 
nections with the New York Polyclinic Medical 
School and Hospital gave him material for his 
great teaching ability. Dr. Terrell returned to 
Richmond in 1913 and began the practice of 
proctology. At this time there were no specialists 
in this line in Virginia and to quote him, 

“In fact there were none between Dr. Thomas Charles 
Martin of Washington, D. C., and Dr. John L. Jelks 
of Memphis.” 

Dr. Terrell realized the value of teaching and 
for the last 10 years has been Clinical Professor 
of Proctology in the Medical College of Vir- 
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ginia. He also became interested in the American 
Proctologic Society soon after he began his prac- 
tice and in 1917 was elected vice-president and 
in 1922 became its twenty-third president.1* He 
has maintained his interest in this society and 
has missed few annual meetings. He has given 
numerous papers before this organization but 
one of his most outstanding contributions was 
made in 1925 as a report of his original work 
with quinine urea hydrochloride in the treatment 
of internal hemorrhoids which helped bring the 
issue of injection therapy and quackery out of 
confusion." 

There is a group of men who followed Doctors 
Jelks and Terrell in establishing proctology in 
the South, and while they are not old enough 
to have been organizers of the American Proc- 
tologic Society, they have caused proctology to 
become a recognized and respected specialty 
below the Mason-Dixon Line. 

This group includes Doctors Marion C. Pruitt 
of Atlanta, Georgia; Curtice Rosser of Dallas, 
Texas; W. P. Black of Charleston, West Vir- 
ginia; Frederick B. Campbell of Kansas City, 
Missouri; Raymond L. Murdoch of Oklahoma 
City, Oklahoma; Maurice Lescale of New Or- 
leans, Louisiana; Wm. Thos. Brockman of 
Greenville, South Carolina; Herbert T. Hayes of 
Houston, Texas; Victor K. Allen of Tulsa, Okla- 
homa; J. H. Dodson of Mobile, Alabama; D. B. 
Stough of Hot Springs, Arkansas; Hoyt R. Allen 
of Little Rock, Arkansas; Hugh Beaton of Fort 
Worth, Texas; Rufus C. Alley of Lexington, 
Kentucky; George H. Thiele of Kansas City, 
Missouri; Victor C. Tucker of San Antonio, 
Texas; and B. F. Hardin of Memphis, Ten- 
nessee.!° These men have practiced from fifteen 
to twenty-five years and have been recognized by 
membership in the American Proctologic Society 
and eight of the above have medical school teach- 
ing positions in proctology. 

There are twenty-two approved medical 
schools in the South!® and ten have proctology 
taught in either the junior or senior years. The 
University of Maryland, Southwestern Medical 
College, University of Louisville and Baylor have 
separate departments with full professors. The 
Medical College of Virginia has a Professor of 
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Clinical Proctology in the Department of Sur- 
gery and the remaining five universities: Ar- 
kansas, Emory, Johns Hopkins, Washington, and 
Oklahoma have proctology taught by the De- 
partment of Surgery. In the other twelve south- 
ern medical schools proctology is not listed in 
the curriculum outlined in the catalogs but is 
undoubtedly included in the surgery instructions. 
The historical development of proctology in the 
southern medical schools is not apropos at this 
time and the above outline is given to show that 
the position of proctology as a specialty is 
recognized but that much work is still needed 
to bring it to a full maturation in all sections of 
the South. 


Southern proctologists have been intensely in- 
terested in the American Proctologic Society 
since its inception and it is proper that they be, 
as this organization is the fountain-head and 
stimulus for raising the standards of proctology 
throughout the country. In 1899 three of its 
thirteen original members were from the South.!" 
By 1923 eleven of its sixty members were south- 
erners;!® in 1933 twenty-two of one hundred 
thirteen members;!® and last year there were 
thirty-seven southern proctologists out of one 
hundred sixty-eight members.2° It is thus seen 
that at the beginning 23 per cent of the members 
were southerners and forty-four years later the 
percentage was 22. These figures prove our 
interest and support through the years. Nine 
southern proctologists have been elected presi- 
dent of the organization. They are: 1899, 
Mathews; 1902, Earle; 1907, A. B. Cooke; 1911, 
Jelks; 1921, Hanes; 1922, Terrell; 1932, Rosser; 
1936, Pruitt; and 1941, Campbell?! Thus 
20 per cent of the presidents have come from 
the South which is in keeping with the mem- 
bership percentage. 

At the 1937 Atlantic City meeting of the 
American Proctologic Society its president, Dr. 
Marion C. Pruitt, had the Secretary and Gen- 
eral Manager of the Southern Medical Associa- 
tion, Mr. C. P. Loranz, as honor guest.?” 
Mr. Loranz was impressed with the interest 
shown at this meeting and later, following con- 
versations and correspondence with Dr. Pruitt 
and Dr. Curtice Rosser, he extended a Council 
approved authority for a trial organization meet- 
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ing of the Section on Proctology of the Southern 
Medical Association** at the New Orleans meet- 
ing in December, 1937. 

This trial meeting was held Thursday, De- 
cember 2 at 2:00 p.m. with Dr. Pruitt presiding 
as Chairman and Dr. Rosser as Secretary. The 
president of the Southern Medical Association, 
Dr. Frank K. Boland of Atlanta, Georgia, gave 
welcoming remarks and presented a gavel made 
out of the newel post from the home of Dr. Craw- 
ford W. Long, the discoverer of anesthesia. 
Doctors Herbert T. Hayes of Houston, Texas; 
Cecil Gaston of Birmingham, Alabama; E. H. 
Terrell of Richmond, Virginia; and Raymond L. 
Murdoch of Oklahoma City, Oklahoma, gave 
scientific papers and Dr. Pruitt read the Chair- 
man’s Address. The nominating committee of 
Doctors Terrell, Lescale, and Brockman placed 
before the Section the names of Dr. Pruitt for 
Chairman, Dr. Murdoch for Vice-chairman and 
Dr. Rosser for Secretary for the 1938 meeting 
and their election was unanimous.2* Approxi- 
mately two hundred eighty-seven attended this 
first meeting and it can now be told that a “pep 
rally” was conducted at Arnaud’s Restaurant the 
night before and each proctologist vowed he 
would bring all of his friends to the program the 
next day. The number present speaks for the zeal 
and enthusiasm generated that evening. 

A special committee from the Council of the 
Southern Medical Association of Doctors Arthur 
A. Herold of Shreveport, Louisiana, J. Mason 
Hundley of Baltimore, Maryland, and Kenneth 
M. Lynch of Charleston, South Carolina?® re- 
ported favorably on granting the request for a 
Section on Proctology, and a majority of the 
Council voted favorably, and thus the Section 
became officially established. 

Dr. Dudley Smith of San Francisco and Dr. 
Malcolm Hill of Los Angeles and Dr. Harry 
Bacon and Dr. Frank Murray of Philadelphia 
were “Out of South” visitors representing the 
American Proctologic Society at our first meet- 
ing and since then our Section has had numerous 
leading proctologists visit us yearly, such as 
Doctors Claude C. Tucker of Wichita, Kansas;?7 
Clement L. Martin of Chicago;?* H. I. Silvers 
of Atlantic City;*® William A. Daniels of Los 
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Angeles;*° Vernon G. Jeurink of Denver;*! and 
E. G. Martin of Detroit.** In 1938 the Section 
began the custom of having a distinguished proc- 
tologist from some other region read a paper, 
and Dr. Dudley Smith was the first presenting 
the subject “The Management of Complex 
Fistula-in-Ano.” The next guest speakers were 
Doctors Walter A. Fansler of Minneapolis;** 
Harry E. Bacon of Philadelphia;** Louis J. 
Hirschman of Detroit;3> Newton D. Smith of 
Rochester, Minnesota;** and Louis A. Buie also 
of Rochester, Minnesota.** 

Most of us here today feel that there are two 
men among us of the “Joseph Mathews” type 
because they have labored diligently for a quarter 
of a century in their local and state medical 
societies and in the American and Southern Medi- 
cal Associations to convince their listeners that 
proctology is worthy of their respect and con- 
sideration as a field which has and is giving 
superior attention to patients who have been 
unfortunate enough to have rectal and colon 
disease befall them. They are Doctors Marion C. 
Pruitt of Atlanta and Curtice Rosser of Dallas. 

Both have been practicing their specialty for 
twenty-five years. Both have been recognized 
by their American Proctologic Society colleagues 
by being elected to presidency of the society 
and serving on its council. Both have been the 
president of their respective county medical 
societies, Dr. Pruitt of Fulton and Dr. Rosser 
of Dallas. Both have served as delegates to the 
American Medical Association and have served 
as Chairman of the Section on Gastro-Enterology 
and Proctology of that organization. Both are 
now members of the seventeen-man Council of 
the Southern Medical Association with Dr. Pruitt 
serving as chairman this year and Dr. Rosser to 
be Chairman of the Executive Committee next 
year. Both have served as chairman of our sec- 
tion, Dr. Pruitt being the first and Dr. Rosser 
the second. Both are actively engaged in the 
teaching of proctology, Dr. Pruitt being an As- 
sociate in Surgery (Proctology) at Emory Uni- 
versity School of Medicine and Dr. Rosser being 
Professor of Proctology at Southwestern Medical 
College. Both are members of the American 
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American Board of Surgery in Proctology.** *° 


Dr. Pruitt is the only member of our section 
who is a Fellow of the Royal College of Sur- 
geons of Edinburgh. He has written three text 
books on diseases of the rectum. He graduated 
from the Atlanta School of Medicine, Emory 
University in 1911, and served overseas in the 
Medical Corps of the First World War as a 
Major. 

Dr. Rosser is an alumnus of Northwestern Uni- 
versity Medical School, Class of 1917. He has 
the distinction of being the first Texas proctol- 
ogist elected to the American Proctologic Society. 
He is a member of the Southern and Texas Sur- 
gical Societies and is a past president of the 
Dallas Southern Clinical Society. He served in 
the Navy Medical Department in the First 
World War. 


It is fitting before we leave this subject: to 
briefly mention some of the outstanding men in 
our field who have died recently. Most of them 
lived in the period which bridged the develop- 
mental days of proctology to the present era. 
They were Dr. Granville Hanes of Louisville, 
Kentucky, Dr. Milton Linthicum of Baltimore, 
Maryland, and Dr. Cecil Gaston of Birmingham, 
Alabama. 

Hanes followed in the footsteps of Joseph 
Mathews and all of us respect the life and mem- 
ory of this eminent proctologist. He is remem- 
bered for having invented the “Hanes table’’!° 
and for his original work with 1/3000 hydro- 
chloric acid in the treatment of pruritus ani.* 
He was noted for his warm hospitality when he 
was visited by a fellow practitioner. I shall 
always remember the thrill of my first visit to his 
office and the feeling that I saw the fundamentals 
of “being human” practiced by him with his 
patients and doctor visitors. His niche will 
never be filled among southern proctologists. 

Milton Linthicum*® like Hanes, followed a 
pioneer, Samuel T. Earle, and was successful in 
doing so. He achieved distinction for his forty 
years of proctologic teaching at the University of 
Maryland and for his having served as a Colonel 
in the Medical Corps in World War I. 


Cecil Gaston,** the first proctologist in Ala- 
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bama, began to limit his work in 1925 and 
practiced this specialty until his death in 1940. 
He was president of the Birmingham Clinical 
Society, Jefferson County Medical Society, and 
Alabama State Medical Association which was 
testimony to his prestige and ability. He will 
be remembered for his friendly and aggressive 
personality and for his having devised the Gaston 
portable sitz tub, Gaston’s glue (gentian violet, 
tannic acid, pontocaine, and acacia) which is a 
most effective anal postoperative dressing** and 
for being a staunch supporter of the use of 
sacral anesthesia for proctologic surgery. 

Since St. Louis is our host city it is fitting that 
we terminate our historical sketch with a brief 
resume of what the proctologists of St. Louis 
have meant to the development of our specialty 


‘in the South. Unfortunately death has taken 


Doctors Stauffer, Alexander, Rainey, Newman, 
and McIntyre, all of whom did their bit in 
placing proctology on a sounder and more re- 
spected basis in this city. All were members of 
the American Proctologic Society and were dili- 
gent workers and frequent contributors of scien- 
tific papers at its meetings. Dr. Rainey*’ and 
Dr. McIntyre*® had each reviewed the literature 
which we know to be one of the most difficult 
jobs in that organization and Dr. McIntyre was 
editor of “The Transactions” for 1941 and 1942. 
Dr. Stauffer practiced proctology for twenty-two 
years before his death in 1927 and entertained 
the American Proctologic Society when it met 
in St. Louis** in 1922. 

It is interesting to recollect that the only two 
proctologic journals ever published in this coun- 
try were published in the South. The first was 
called “Mathews Quarterly’** and was edited 
by Dr. Joseph M. Mathews during his life time at 
Louisville. The second journal was called “The 
Proctologist”*® and was published in St. Louis by 
the late Dr. Rollin H. Barnes. I have been unable 
to trace the dates of its first or last issues, but I 
do know it was published between 1910 and 1915 
because several copies edited during these years 
were given me ten years ago by Mr. W. B. 
Gabriel of London. Although Mr. Gabriel’s file 
was not complete he had several duplicate copies 
and these he very generously gave me. It is my 
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hope to discover a complete file of these most 
interesting journals in the near future. 

My closing words will be in the forms of thanks 
to you who so kindly answered my inquiries re- 
garding the evolution of proctology in the South. 
I can assure each of you I am grateful, and I 
trust this message justifies the time each of you 
spent in preparing the material you sent me. 
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VENEREAL DISEASE CAMPAIGN 
IN ALABAMA 


An undertaking unique in public health annals 
is that now under way for control of venereal 
disease throughout the State of Alabama. Un- 
der a bill originated by State Senator Bruce 
Henderson, a plantation owner of Wilcox 
County, the first population wide attempt at 
diagnosis and treatment of syphilis over a state 
has been initiated. The bill provides that all 
persons between the ages of 14 and 50 in the 
State of Alabama shall have their blood examined 
for syphilis by an. approved test; and that 
persons reacting positively must receive treat- 
ment either from a private physician or free 
through the Department of Public Health. 

The United States Public Health Service, the 
Alabama State Health Department, and the 
county and city health departments of the State 
are cooperating in the survey, which is broadened 
in the attempt to uncover also venereal diseases 
other than syphilis. In Jefferson County, which 
will be the ninth county in Alabama to carry out 
the program, the survey is to be made between 
May 15 and June 30, and is now well under way. 

In this County the survey will be the most 
intensive one for both syphilis and gonorrhea 
yet attempted in the United States. A labora- 
tory located in the Hillman Hospital, in Bir- 
mingham, is prepared to handle over 10,000 blood 
tests per day. To persons needing treatment 
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and desiring it, the United States Public Health 
Service is offering free treatment for both gon- 
orrhea and syphilis, with penicillin and ‘“‘phenar- 
sine hydrochloride.” The campaign is being 
extensively advertised. Newspaper and streetcar 
posters announce that gonorrhea may be cured 
in four hours and early syphilis in about nine 
days and that free penicillin is available for 
every citizen who has syphilis or gonorrhea. 
From reports in the medical literature it is 
estimated that one person in every ten in Ala- 
bama has syphilis. 

This campaign is the high water mark of 
venereal disease control as a public health meas- 
ure; its initiation by a public spirited layman 
who saw the crippling effects of syphilis in an 
agricultural county is a great credit to the pro- 
gressiveness of Southern legislators. Physicians of 
the United States, and especially those in or near 
Alabama, will watch with great interest the 
development of this program. 

The Twentieth Century story of the diagnosis 
and treatment of syphilis is one of the familiar 
epics of medicine. Wassermann discovered the 
first test for the serum diagnosis of syphilis in 
1906. Within five years it was found that 
syphilis could be experimentally transmitted to 
rabbits, and chemotherapeutic investigations by 
Ehrlich culminated in the discovery of salvarsan. 
The serum tests have been variously simplified 
and improved since Wassermann’s original 
studies. The recent introduction of penicillin 
has provided the great advance of the century 
in curative medicine and in the armamentarium 
against syphilis. 

The possible difficulties and complications of 
the program are obvious. Even in the hands of 
highly trained personnel, non-syphilitic persons 
may give false positive reactions. Leprosy, ma- 
laria, pneumonia, infectious mononucleosis, vac- 
cination against smallpox, respiratory and other 
infections tend to cause false positive reactions. 
Compulsory laboratory tests whether pre-natal, 
pre-marital, pre-employment or pre-induction by 
their very number increase the likelihood of 
stigmatization with false positives. Clinical his- 
tory, physical examination, and dark field tests 
cannot be stressed in a program of this mag- 
nitude. Early syphilis with open lesions is the 
acute public health problem. Public health fa- 
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cilities are being utilized only for the treatment 
of syphilis of less than four years duration. 

A public health program is as good as the 
men who execute it, and this one has the ad- 
vantage of being conducted by a highly trained 
and efficient personnel. An attempt is being made 
to make the necessary detailed studies in all cases 
where venereal disease is suspected in the face 
of a negative serum test, or in the face of a 
positive laboratory diagnosis before treatment is 
instituted. The work will provide a large series 
of cases for observation of the effects of penicillin 
in syphilis. 

The setting up of the blood testing stations 
and laboratory facilities for the handling of the 
enormous volume of serum tests is almost as 
large scale an effort as that of a large munitions 
plant. The subsequent free treatments will also 
employ a large number of persons. There is no 
doubt that its results will be significant in 
medical history. 


BRUCELLOSIS 


Brucellosis of man, or undulant fever, is a 
disease of world-wide distribution. Epidemic out- 
bursts have been described in the United States 
in the past twenty years and it is believed to be 
endemic throughout the world. The chief modes 
of conveyance of brucellosis to man are through 
direct contact with infected animals or through 
use of raw dairy products or undercooked meat.* 
The animals especially concerned in the spread 
of this infection are the hog, the goat and the 
cow. 

Brucellosis, with an incubation period of from 
two weeks to four months according to Hardy, 
Frant and Kroll,? is both difficult to diagnose 
and to treat. The acute form of brucellosis 
clinically resembles typhoid fever and the chronic 
form simulates tuberculosis. Such non-specific 
symptoms as weakness, malaise, loss of weight, 
arthritis, low grade fever and lymphadenitis 
make the physician seek some objective finding. 
Laboratory tests and history are therefore of 
prime importance. Laboratory tests, however, 


1. Horning, Benjamin G.: Outbreak of Undulant Fever Due 
to Brucella Suis. J.A.M.A., 105:1978-1979 (Dec. 14) 1935. 

2. Hardy, A. V.; Frant, 
Incubation Period in Undulant Fever. J. 
(Oct.) 1938 


Samuel; and Kroll, M. M.: Ths 
Med., 19:408-412 
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are frequently negative and too often lead the 
physician to exclude brucellosis as a possible 
cause of the patient’s illness. Moreover, the posi- 
tive test does not always indicate that the patient 
has brucellosis. 

The first and most accurate laboratory aid in 
making a diagnosis is the positive blood culture 
as emphasized by Alice Evans* and Walter Simp- 
son. Unfortunately, there are few cases of 
chronic brucellosis that yield a positive blood 
culture. Evans obtained only 6 among 28 pa- 
tients who had had the disease for about a year. 

The positive agglutination test is next in order 
of significance. The agglutination reaction, 
however, is not absolutely specific. Yet if one 
carries out agglutinations and finds that they 
are positive in high enough dilution, the reaction 
is rather specific. It is important that repeated 
agglutinations be carried out before the intra- 
dermal test is attempted since injection of the 
antigen makes further agglutination reactions 
inaccurate. 

The least valid is the intradermal test. This 
test is performed by injecting one-tenth of one 
c. c. of a killed suspension of Brucella organisms 
into the skin of the forearm. Like the tuberculin 
test, it should be done by using a fine short 
needle and should be read in four days. If nega- 
tive, the patient should be kept under observation 
for at least one week. A positive intradermal 
test signifies either past or present infection. 


The treatment of the disease requires strict 
bed rest for two weeks after the temperature has 
returned to normal. Ample bed rest is probably 
the best assurance against recurrences, extended 
illness and complications. The average duration 
of the fever itself is from six to eight weeks. 

Brucellosis is truly a specific health problem. 
Eric Lehr has recently described important 
studies on the rural population of St. Clair 
County, Illinois.» Out of 24 cases, 11 gave a 
history of drinking milk from cows infected with 
Bang’s disease. All gave a history of using un- 
pasteurized dairy products or home-killed, un- 


3. Evans, Alice C.: Studies on Chronic Brucellosis. Pub. 
Health Rep., 52:1072-1077 (Aug. 6); 1419-1427 (Oct. 8) 1937. 
Evans, Alice C.; Robinson, Frank H.; and Baumgartner, Leona: 
Ibid, 53:1507-1525 (Aug. 26) 1938. 

4. Simpson, Walter M.: The Diagnosis and Management of 
Brucellosis. Ann. Int. Med., 15:408-430 (Sept.) 1941. 

5. Lehr, Eric: Chronic Brucellosis, a Public Health Problem. 
Ill. Med. J., 86:No. 5 (Nov.) 1944. 
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inspected summer sausage. The importance of 
careful pasteurization of all dairy products is 
especially indicated as a safeguard against milk- 
borne brucellosis. 


Inasmuch as the meat from beef and pork is 
usually well cooked at home, there is no danger 
since thorough cooking destroys the Brucella 
organisms. However, in crowded lunchrooms, 
hamburgers and pork sausage may be served 
which are not always well cooked. From a pub- 
lic health point of view, it seems that if the 
disease is eradicated in animals it will inevitably 
lead to an eradication of the disease in man. 
When the animals are tested for tuberculosis 
why could they not also be tested for Bang’s 
disease? 


PROTEIN DEPLETION AND 
RESTORATION 


Surgical operations, burns, and various types 
of injury put a considerable strain upon the 
metabolism of protein. They may entail exten- 
sive wastage of nitrogen and great losses of body 
protein. Recovery is related to some degree to 
the previous state of protein nutrition.1 Re- 
covery may be hastened by increasing the avail- 
able supply of circulating plasma protein. In- 
travenous and intraperitoneal injections of 
suitable amino acid solutions may be very effec- 
tive in treatment of acute protein depletion. 


Studies from the University of Rochester upon 
plasma protein regeneration in depleted dogs 
are of considerable interest. They have demon- 
strated that dogs depleted of protein may be 
kept in nitrogen balance by parenteral injection 
of various solutions of amino acids, if carbohy- 
drates, fats and other essential nutrients are 
supplied. Solutions of casein digests, plasma 
protein digests, hemoglobin and globin digests, 
and several synthetic mixtures of natural amino 
acids are well tolerated upon intravenous in- 
jections into dogs. Hemoglobin given intraperi- 
toneally to a protein fasted dog, according to 
the Rochester investigators, will effectively sup- 


1, Howard, John Eager: Protein Metabolism During Con- 
valescence and after Trauma: Recent Studies. Arch. Surg., 50:166 
(March) 1945, 

2. Miller, L. L.; Robscheit-Robbins, F. S.; and Whipple, G. H.: 
Hemoglobin and Plasma Protein: Their Relation to Internal Body 
Protein Metabolism. J. Exper, Med., 81:405 (May) 1945. 
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ply the protein requirement of the body. Plasma 
proteins are similarly completely utilized. 
Certain mixtures of the ten essential amino 
acids plus some of the non-essential amino acids 
are accepted by the body without signs of dis- 
turbance. Certain products considered non- 
essential tend to increase or decrease the re- 
actions. Glutamic acid tends to increase the 
number of vomiting reactions. The addition of 
glycine increases the tolerance to certain mix- 
tures.2> Two casein digests studied usually pro- 
duced vomiting, probably because of their glu- 
tamic acid content. No serious reaction, they 
say, has ever occurred to any mixture of amino 
acids or casein digest studied. Elimination of 
minor reactions such as vomiting appears pos- 
sible, and desirable for greater usefulness of the 
nitrogen containing solutions in parenteral feed- 
ing. It is to be hoped that these valuable protein 
nutrient solutions will be further perfected. 


TWENTY-FIVE YEARS AGO 
FroM JOURNALS OF 1920 


Yellow Fever.A—Yellow fever is apparently spreading 
in this country, since a case has been reported at the 
Port of Salina Cruz on the Pacific Coast far from 
Yucatan, the focus of the present epidemic. Dr. 
Noguchi has already begun his efforts to eradicate the 
disease, employing for this purpose his method of 
prophylactic vaccination by means of killed cultures of 
Leptospira * * * It is expected that this vaccine will 
give good results. 


Post War Food..—A quotation from Mason says 
* * * “Today there seems to be reason to believe that in 
the whole world there is not all the food which could 
be consumed by all the people. * * * For the first time 
in history the world at large faces a universal food 
shortage” * * * Statistical foundation for these state- 
ments is not available. The United States Food Ad- 
ministration and the American Relief Administration 
records supplemented by those of the International 
Agricultural Institute and the data of the Allied and 
Associated Powers indicate that at the close of the 
present crop year the world may face a new year with- 
out a carry over in bread grains * * * Europe is eating 
less than normal; the rest of the world is eating more 
than normal * * * If the transportation and exchange 


3. Madden, S. C.; Woods, R. R.; Shull, F. W.; Remington, 
J. H.; and Whipple, G. H.: Tolerance to Amino Acid Mixtures 
and Casein Digests Given Intravenously: Glutamic Acid Respon- 
sible for Reactions. J. Exper. Med., 81:439 (May) 1945. 

4. Foreign Correspondence, Mexico City. J.A.M.A., 74:190 
(Jan.) 1920. 

5. Correspondence. The World Food Supply. J.A.M.A., 74: 
1790 (June) 1920. 
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of 1913 could be restored, the world would find the food 
in hand. 


Mississippi Public Health Work’—The report just 
issued by the Mississippi State Board of Health, cover- 
ing the period of 1917 to 1919, records wonderful 
achievements in the prevention of disease. * * * in 1910 
the great State of Mississippi expended $8,000 for pro- 
tecting its citizens from disease; in 1919 $47,000 was 
appropriated for use by the State Board of Health. * * * 
the Legislature of Mississippi * * * appropriated at its 
last session $155,000 per year * * * to the State Board 
of Health * * * $1,048,000 for building and permanent 
improvements of the State Tuberculosis Sanatorium, 
with an estimated appropriation for its maintenance of 
$300,000 a year. * * * The reduction in the number of 
cases of typhoid fever, malaria and pellagra * * * has 
repaid the State many times over the money spent in 
public health work. * * * In hookworm prevention the 
results also have been very effective. * * * 70.8 per cent 
of the inhabitants in five counties were examined for 
hookworm, 12,652, 39.6 per cent, were found to have 
uncinaria ana in their feces. * * * there has been in 
Mississippi a great leader to inspire his associates with 
devotion to a worthy cause, and that man is Dr. Waller 
S. Leathers, the executive officer of the Mississippi State 
Board of Health. 


1. Editorial. Public Health Work in Mississippi. Sou. Med. 
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J., 18:462 (June) 1920 


Book Reviews 


Approved Laboratory Technic: Clinical Pathological, 
Bacteriological, Mycological, Virological, Parasitologi- 
cal, Serological, Biochemical and Histological. By 
John A. Kolmer, M.S., M.D., Dr. P.H., ScD., LL.D., 
L.H.D., F.A.C.P., Professor of Medicine in the School 
of Medicine and the School of Dentistry, Temple Uni- 
versity ; and Fred Boerner, V.M.D., Associate Professor 
of Clinical Bacteriology, School of Medicine, Univer- 
sity of Pennsylvania: Fourth Edition. 1017 pages, 
illustrated. D. Appleton-Century Company, 1944. 
Cloth $10.00. 

This is a superior teaching and reference book almost 
indispensable for the well organized hospital laboratory. 
In the fourth edition are found many improvements and 
additions. Especially noteworthy are technics for virus 
diseases, examination of blood and urine for horrnones 
and vitamins, and the section on the examination of 
feces, blood and tissues for animal parasites. Included 
are skin tests of value in diagnosis of various bacteri- 
ological and mycological diseases and diseases due to 
animal parasites. Clinical methods and technics such 
as the cephalin-flocculin for liver function, tests of 
kidney function, and the frog test for pregnancy, 
fluorescent dye method for tubercle bacilli, cold agglu- 
tination test for primary atypical pneumonia, and the 
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Rh factor are described. New methods are presented for 
checking sulfa and penicillin therapy, complement fixa- 
tion and precipitin tests. New technics in biochemistry 
include methods for sodium, potassium, inorganic phos- 
phates, total non-protein nitrogen, choloride, inorganic 
sulphur, cholesterol, fibrinogen, phosphatase, amylase 
and bilirubin. Of especial importance is the falling drop 
method for determination of specific gravities of whole 
blood and plasma. Brief but adequate sections on blood 
and tissues lay stress on the newer and better methods. 
There are many technics in this book not yet presented 
in any other current text. 


Essentials of Allergy. By Leo H. Criep, M.D., Assistant 
Professor of Medicine and Lecturer in Immunology, 
School of Medicine, University of Pittsburgh. With 
a Foreword by Robert A. Cooke, M.D., Chairman, 
Committee on Education, American Academy of 
Allergy. 381 pages, illustrated. Philadelphia: J. B. 
Lippincott Company, 1945. Cloth $5.00. 

This small handbook on allergy is written for the 
instruction of students and for the information of gen- 
eral practitioners of medicine. The first three chapters 
deal with the history and theoretical aspects of an- 
aphylaxis and allergy. From the fourth chapter on it 
is written for the information of physicians who wish 
to keep abreast of the general aspects of allergy without 
delving too deeply into the minutiae of the subject. 


The book is easy reading. 


Arterial Hypertension: Its Diagnosis and Treatment. By 
Irvine H. Page, M.D., and Arthur Curtis Corcoran, 
M.D., Research Division of the Cleveland Clinic 

_ Foundation, Cleveland; Formerly Lilly Laboratory for 

Clinical Research, Indianapolis City Hospital, Indian- 

apolis. 352 pages. Chicago: The Year Book Pub- 

lishers, 1945. Cloth $3.50. 

The authors of this volume have made extensive orig- 
inal contributions to the subject, and more particularly 
in the field of the investigation of the possible relation- 
ship between pressor substances produced by the kidney, 
and hypertension. However, the book deals. with prac- 
tical clinical matters rather than with experimental work, 
to which brief reference is made from time to time. 

It is well adapted to the use of the busy physician 
who does not have the time to read more compre- 
hensive works. Most of the practical clinical discussion 
as regards diagnosis and treatment is sound, but some 
of the considerations of pathological physiology are 
dubious. Thus, the authors are inclined to regard sodium 
retention as the primary cause of edema in heart disease 
rather than as an important secondary cause which 
tends to aggravate edema. On the other hand the dis- 
cussion on the function of the kidney is good and 
embodies the more recent concepts of the subject. The 
book as a whole is decidedly worth while and represents 
an up to date review of an important subject. 
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Manual of Military Neuropsychiatry. Edited by Harry 
C. Solomon, M.D., Professor of Psychiatry, Harvard 
Medical School; Medical Director at the Boston 
Psychopathic Hospital; and Paul I. Yakovlev, M.D., 
Clinical Director, Walter E. Fernald State School; 
Instructor in Neurology at the Harvard Medical 
School. 764 pages, illustrated. Philadelphia and 
London: W. B. Saunders Company, 1944. Cloth $6.00. 


Three great problems are facing the world: (1) win- 
ning the war; (2) winning the peace; and (3) handling 
the psychoneurotic, by prevention, cure and care. 

The mistakes of World War I in handling the defec- 
tives, misfits and psychotics shocked the medical pro- 
fession and the leaders of the armed forces, and have 
been a major topic of study ever since. Some of the 
leading medical colleges have made psychiatry a major 
subject of their curricula along with medicine and sur- 
gery. Since than psychiatry has entered a new era. 


When World War II was inevitable, a feverish effort 
began throughout the world to solve the neuro-psychotic 
problem. This volume is the concerted effort of its 
editors and 45 contributors selected from ranking medical 
officers in the Army, Navy, Air and Merchant Marine, 
along with the most eminent teachers and writers in 
neuro-psychiatry. It is the culmination of years of 
concerted study and is based chiefly on the experience 
of the authors at the Boston Induction Station. 

It offers a broad outline of the over-all principles in 
the administration, disposition and management of the 
military neuro-psychotics. The contents are divided into 
(1) introduction, (2) induction, (3) administration and 
disposition, (4) clinical entities, (5) prophylaxis and 
therapy and (6) special topics. Prophylaxis and therapy 
are adequately presented and include an excellent dis- 
cussion on the will to fight. 

Intended as a reference text on topics of clinical 
neurology and psychiatry, it has been prepared especially 
for medical officers of the armed forces stationed in 
areas often remote from libraries, text-books, and like 
sources of readily accessible neuro-psychiatric information. 
The print is good and the volume not bulky. Soldiers 
of this type will be seen by every doctor, no matter what 
his field in medicine. 


Southern Medical News 


ALABAMA 


Medical College of Alabama, Birmingham, according to an- 
nouncement of Dr. Roy R. Kracke, Dean, has appointed Dr. 
ay 0. Noojin, Jr., Instructor in Dermatology and Syphilology, 
Duke University School of Medicine, Durham, North Carolina, 
as Associate Professor of Medicine, Department of Medicine and 
Chief, Division of Dermatology and Syphilology, effective Sep- 
tember 1; Dr. Alan Hisey, Ph.D., associated with the Depart- 
_ of Biochemistry, George Washington University School of 
eaicinn, Washington, 4 C., to be Assistant Professor of 
siclosie Chemistry, effective September 1; and Miss Mary Ament, 
ey Librarian, Bowman Gray School of Medicine of Wake 
‘orest College, Winston-Salem, North Carolina, as Librarian, effec- 
tive April 1. : 

Dr. Jesse Hall Colley, Troy, and Dr. Virgini i 
Texas, were married 
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DEATHS 
Dr. Bernard McLaurine, Lincoln, aged 59, died recently of 
coronary occlusion. 
_Dr. Robert Davis Reynolds, Jr., Ozark, aged 62, died recently 
of coronary thrombosis. 


Dr. William H. Shelton, Guin, aged 76, died recently of 
carcinoma, 


ARKANSAS 


Clay County Medical Society has elected Dr. N. J. Latimer, 
Corning, President; Dr. O. H. Clopton, Rector, Vice-President; 
and Dr. J. E. McGuire, Piggott, Secretary-Treasurer. 

Dallas County Medical Society has elected Dr. H. A. Cheatham, 
Princeton, President; Dr. W. P. Ward (in military service), 
Vice-President; and Dr, J. E. M. Taylor, Sparkman, Secretary- 
Treasurer. 

Hot Spring County Medical Society has elected Dr. T. L. 
Hodges, Bismarck, President; Dr. H. L. Brown, Malvern, Vice- 
President; and Dr. C. S. Pool, Malvern, Secretary-Treasurer. 

Howard-Pike County Medical Society has elected Dr. Edwin 
V. Dildy, Mineral Springs, President; Dr. J. G. Waldrop, Nash- 
ville, Vice-President; and Dr, M. D. Duncan, Murfreesboro, 
Secretary-Treasurer. 

Jefferson County Medical Society has elected Dr. C. B. Capel, 
Pine Bluff, President: Dr. J. S. Spillyards, Pine Bluff, Vice- 
President; and Dr. Harold J. Morris, Little Rock, Secretary- 
Treasurer. 

r. W. M. Owen has moved from Armorel to Parkin. 

Dr. S. J. McGraw has been appointed City Health Officer at 
El Dorado. 

Dr. Geo. V. Lewis, Little Rock, has returned to practice after 
an absence of several months. 

r. J. J. Hudgins has been elected a School Director at 
Paragould. 

Dr. H. King Wade, Jr., is now associated in practice with 
his father at Hot Springs National Park. 

Dr. James Russell Barnett and Dr. Joe Winston Reid, Arka- 
deiphia, have both joined the staff of the Townsend Hospital 
at Arkadelphia. 

Dr. C. L. Hyatt, Little Rock, Captain, Medical Corps, U. S. 
Army, has received the Bronze Star for gallantry in action in the 
European theater. 

Dr. James W. Branch, Hope, Lieutenant Colonel, Medical 
Corps, has been awarded the Bronze Star. 


DEATHS 


Dr. William C. King, Helena, aged 67, died March 27. 
Dr. Clib B. May, Little Rock, aged 64, died recently. 


DISTRICT OF COLUMBIA 


Dr. Wm. P. Herbst, Washington, has been elected President- 
Elect of the Medical Society of the District of Columbia. 

Dr. Ernest Sheppard, Washington, has been appointed Pro- 
fessor of Ophthalmology, George Washington University School of 
Medicine, succeeding the late Dr. William Thornwall Davis. 

Dr. George R. Callender, Washington, Colonel, Medical Corps, 
Director of the Army Medical School, Army Medical Center, and 
Assistant Commandant, Medical Department, Professional Service 
Schools has been promoted to the rank of Brigadier General. 

Dr. John F, Owen, Superintendent of the State Hospital, 
Raleigh, North Carolina, has been appointed head of the new 
Mental Hygiene Bureau in the Health Department in the District 
of Columbia. 

Group Hospitalization, Incorporated, at its tenth annual meet- 
ing held recently, reelected Dr. Joseph H. Himes, President; Dr. 
George H. O’Connor, First Vice-President; Dr. Charles H. 
Drayton, Second Vice-President; and Dr. Francis X. McGovern, 
Secretary. 

Dr. George C. Ruhland, Washington, has completed his tenth 
year as District of Columbia Health Officer. 

Dr. George B. Roth, Washington, has been made _ Professor 
Emeritus of Pharmacology, George Washington University School 
of Medicine, where he has been a member of the faculty since 
1924, 

Dr. James Neal Brien, Jr., Washington, and Miss Adah Maud 
Hamblen, Chattanooga, Tennessee, were married March 24. 

Dr. William James Fink and Miss Kay Kerlin, both of Wash- 
ington, were married March 5 


DEATHS 


Dr. Rafe Arnett oO Washington, aged 57, died recently 
of hypertensive heart disease. : 
Dr. Frederick McGregor Hartsock, Washington, aged 69, died 
March 7 of biliary cirrhosis and pneumonia. : 
Dr. Edward R. Gookin, Washington, aged 63, died March 6. 
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FLORIDA 


Brevard County Medical Society has elected Dr. A. F. Thomas, 
Cocoa, President: Dr. W. J. Creel, Eau Gallie, Vice-President; 
and Dr. I. K. Hicks, Melbourne, Secretary-Treasurer. 

Marion County Medical Society has elected Dr. C. W. Mimms, 
President; Dr. T. Hartley Davis, Vice-President; and Dr. B. F. 
Drake, Secretary-Treasurer, re-elected, all of Ocala. 

Monroe County Medical Society has elected Dr. H. C. Galey, 
Key West, President; and Dr H. Conly, Secretary-Treasurer. 

Putnam County Medical Society has elected Dr. E. W. Ford, 
+ aggaeaa Dr. B. E. Kane, Secretary-Treasurer, both of Crescent 

ity. 

Dr. Lawrence Adler, Miami, has received his discharge from the 
Army and has resumed practice at 1774 S. W. 8th Street. 

Dr. Carlos P. Lamar, Miami, after overseas duty, has resumed 
practice with office at 1010 Huntington Building. 

Dr. Cason, Jacksonville, has been appointed to serve as 
a member of the Advisory Committee to the Florida Citizens 
Committee on Education. 

Dr. John S. McEwan, Orlando, has been appointed a member 
of tht Florida Crippled Children’s Commission, succeeding Dr. 
S. C. Colley, Mount Dora, whose term expired. 


DeEaTHS 
aged 74, died re- 


mellitus and mitral 

Dr. Thomas Ellwood Buckman, Jacksonville, aged 53, died 
March 26 of virus infection of the intestinal tract. 

Dr. George L. Harrell, Vero Beach, aged 60, died March 4 
of heart disease. 

Dr. Lucius Julius Mason, St. Petersburg, aged 73, 
of cardiorenal disease. 

Dr. Alexander Shulman, St. 
of arteriosclerosis. 


Dr. Ephraim Mays Brevard, Tallahassee, 
cently of cerebral hemorrhage, diabetes 
regurgitation. 


died recently 


Petersburg, aged 83, died recently 


GEORGIA 


Dr, Rufus Floyd Payne, Atlanta, Assistant Fulton County 
Health Officer, has been appointed Medical Superintendent, State 
Tuberculosis Sanatorium, Alto, Dr. Abercrombie, State 
Director of Public Health, and Dr. ” Payne having complete 
charge at the sanatorium. 

Dr. Harry Parks, Atlanta, has been taking a post-graduate 
course in cardiology at the College of Physicians and Surgeons, 
Columbia University, New York City, which is sponsored by the 
American College of Physicians. 

Dr. W. P. Durham, Atlanta, has 
work at Cook County Hospital, 
the location of his offices 
practice limited to eye, ear, nose and throat. 

Dr. Millard E. Winchester, Brunswick, is receiving recognition 
for his work in the prevention of the spread of typhus fever, 
venereal disease, malaria and typhoid in Glynn, Camden and 
McIntosh Counties. 

Grady Hospital, Atlanta, has appointed to the resident staff 
Dr. Sarah A. Taylor, Charlotte, North Carolina, and Dr. Ger- 
trude C. Luther, Madison, Wisconsin, both being assigned to 
pediatrics. 

Dr. Robert Gordon Ellison, Augusta, and Miss Louis Anderson 
Taylor, Fort Valley, were married recently. 

r. Herbert Louis Treusch, Atlanta, and Miss Belen Maria 
Bernade, San Juan, Porto Rica, were married recently. 


been doing post-graduate 
Chicago, Illinois, and announces 


in the Doctors Building, Eastman, 


Deratus 


Dr. William A. Mulherin, Augusta, aged 73, died recently. 


KENTUCKY 

Clinton County Medical Society has elected for a period of 
two years Dr. Bristow, President; Dr. E. A. Barnes, 
Vice-President; and Dr. - 2 Stephenson, Secretary and Treas- 
urer, all of Albany. 

Cumberland County Medical Society has elected Dr. H. G. 
Davis, Marrowbone, President; and Dr. W. Fayette Owsley, 
Burkesville, Secretary and Treasurer. 

Daviess County Medical Society has elected Dr. W. B. Negley, 
Owensboro, Vice-President, to take the place of Dr. Mack Rayburn 
who left Owensboro to do postgraduate work. 

Dr. Robert W. Robertson, Paducah, Major, Medical Corps, 
U. S. Army, has been made an honorary officer of the Order of 
od — Empire for his work as surgeon in a British field 
hospital. 

Dr. Irvin Abell, Louisville, has been named head of a com- 
mittee to supervise a training program in physical therapy set 
up by the National Foundation for Infantile Paralysis. 
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Dr. Hugh R. Leavell, Professor of Public Health and Bac- 
teriology, University of Louisville School of Medicine, who is now 
in the regional headquarters of the United Nations Relief and 
Rehabilitation Administration in London, is being substituted at 
the University by Dr. Don M. Griswold, Consulting Epidemi- 
ae “iy New York State Department of Health, Albany, New York. 

Edwin W. Sigler, Henderson, has resigned as Health Officer 
of ye sed County to enter private practice. 

Dr. Clement V. Hiestand, Campbellsville, has 
Mayor of that city. 

A Health Center in Owensboro has been proposed, the Owens- 
boro Board of City Commissioners and the Daviess County Fiscal 
Court having agreed to appropriate $50,000 toward the con- 
struction and if approved the Federal Government would supply 
the remaining $50,000. 


been elected 


DeatuHs 


Dr. William Elmer Bannister, Lexington, aged 74, died March 

1 of angina pectoris. 
r. Will H. Mathews, 

of senility. 

Dr. Thomas Jackson Ray, 
coronary heart disease. 

Dr. Lawrence Ewing Reves, 
heart disease. 

Dr. Martin Wesley Steele, Corbin, aged 69, died recently. 

Dr. Jesse Batts Sory, Fredonia, aged 67, died recently of 
Hodgkin’s disease and bronchopneumonia. 

Dr. Harold Walden, Corbin, aged 49, died March 3. 


LOUISIANA 

Acadia Parish Medical Society has elected Dr. U. J. Arretteig, 
Church Point, President: Dr. G. G. Fontenot, Morse, Vice- 
President; and Dr. A. A. Williams, Church Point, Secretary- 
‘Treasurer. 

Iberia Parish Medical Society has elected Dr. Henry J. 
Dauterive, President; Dr. Harold M. Flory, Vice-President; and 
Dr. P. M. Payne, Secretary-Treasurer, all of New Iberia. 

New Orleans Society of Neurology and Psychiatry has elected 
Dr. Theodore A. Watters, President; and Dr. Sam Nelken, 
Secretary. 

Dr. R. C. Voss, New Orleans, has been advanced to Associate 
Medical Director, Pan American Life Insurance Company of New 

rieans 

Dr. George E. Burch, Associate Professor of Experimental 
Medicine, Tulane University of Louisiana School of Medicine, New 
Orleans, was recently appointed Civilian Consultant to the 
Surgeon General for diseases of peripheral blood vessels with 
particular emphasis on trench foot and allied conditions. 

Dr. Robert H. Bryant, District Superintendent, Central Louis- 
iana State Hospital, Pineville, has been appointed Superintendent, 
State Colony and Training School, Alexandria. 

Dr. Aristide J. Comeaux, Lafayette, has resigned as Director, 
Lafayette Parish Health Unit, a position he has held eleven years. 
* Louisiana Hospital Association has elected to the Board of 
Trustees Dr. aly, New Orleans, and Dr. Lewis E. Jarrett, 
Richmond, Virginia. 

Dr. Grace Goldsmith, New Orleans, was recently elected Presi- 
dent of the Stars and Bars Chapter of Alpha Omega Alpha. 

Dr. H. R. Unsworth, New Orleans, has been appointed attend- 
ing specialist in neuropsychiatry at the United States Marine 
Hospital, Carville. 

Louisiana Tuberculosis Association at its recent annual meeting 
elected Dr. Julius Lane Wilson, President; Dr. Chester A. 
Stewart, and Dr. Sydney Jacobs, Vice-President; and Dr. R. Alec 
Brown, Dr. Maurice Campagna, Dr. O. P. Daly. Dr. Joseph A. 
Danna, Dr. Edgar Hull, Dr. John H. Musser, Dr. I. L. Robbins 
and Dr, John M. Whitney to the Executive Committee, all of 
New Orleans. 

Social Hygiene Association of New Orleans at its recent meet- 
ing elected to its Board of Directors Dr. Ralph Platou and Dr. 
Edwin L. Zander. 

Dr. Oscar W. Bethea, New Orleans. at a recent meeting of 
the Board of Directors of Baptist Hospital, was presented a 
silver plaque in recognition of his nineteen years of service 
to the hospital. 

Officers of the Medical Toastmasters recently elected are Dr. 
Daniel J. Murphy, President; Dr. L. Querens, Vice-President; 
and Dr. Eugene Countiss, Secretary-Treasurer, all of New — 

Dr. Stanley E. Morgan, Captain, Medical Corps, U. S. Army, 
New Orleans, was recently awarded the Bronze Star. 


Nicholasville, aged 88, died recently 
Lexington, aged 78, died recently of 


Monette, aged 70, died recently of 


DEATHS 


Dr. Ralph Hopkins, New Orleans, aged 69, died March 7 
Dr. Henry A. Macheca, New Orleans, aged 49, died March 19 
following a heart attack. 


Continued on page 62 
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ENTIRE FIRST PRINTING 
OF NEW LIPPINCOTT BOOK 


EDITED BY MORRIS FISHBEIN, M.D. 


“Medical Uses Soap” 


Purchased by Procter &° Gamble 
for the Medical Profession 


A vitally interesting and informative 


specialists in the field. 
new book has just been published by Procter & Gamble feels that this 
J. B. Lippincott Company. It is called useful and readable reference book 
Medical Uses of Soap—and it is rec- should be made available to all 
ognized as an important addition to physicians. Therefore they have pur- 
medical literature: for the first time chased the entire first printing of Medi- 
a complete and authoritative study of cal Uses of Soap and will distribute it 
the medical uses of soap. free to doctors as long as this first 
It is the work of 10 outstanding 


printing lasts. 


Contents and authors May we send yoe a 
Soar TecHNoLocy—By Daniel J. Kooyman, copy, D octor_wit h 
Ph.D., G. Thomas Halberstadt, B.S.Ch.E. 
Usuat or Normat Errects oF Soap oN our comp liments! 


THE “NorMAL” Sxin—By Marion B. Sulz- 
berger, M.D., Rudolf L. Baer, M.D. 


Unusvat or ABNORMAL EFFEcts OF SOAP 


Your copy of Medical Uses of Soap is ready 


on THE “Norma” Skin — By Marion B. and waiting. May we send it, Doctor? There 
. Sulzberger, M.D., Rudolf L. Baer, M.D. 
Tue Errects or Soap on THE ABNORMAL is no obligation of any kind. A request from 


or Diseasep Skin — By Marion B. Sulz- 
berger, M.D., Rudolf L. Baer, M.D. 


you, on your letterhead, is all that is neces- 
Tue Errects oF Soap on THE Hair — By 


Theodore Cornbleet, M.D. sary. You'll receive your copy of this timely 
Soap 1n Inpustry—By Carey McCord, M.D. 
Soap For SHavinc—By L. Hollander, M.D. and informative book without delay. 


Cutaneous DETERGENTS OTHER THAN 
Soarp—By C. Guy Lane, M.D., Irving H. 


Tue Mepicat Uses or Soar — By Morris rocter am 
Fishbein, M.D. 
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Continued from page 442 
MARYLAND 


poner Garrett County Medical Society has elected Dr. Linne 
H. Corson, President; Dr. Frank U. Davis, Vice-President; Dr. 
Samuel M. Jacobson, Secretary; and Dr. Clay Earl Durrett, 
Treasurer, all of Cumberland. 

Anne Arundel County Medical Society has elected Dr. William 

. French, President; Dr. Walton H. Hopkins, Vice-President; 

. Albert L. Anderson, Secretary; and Dr. Frances E. Weitzman, 
Treasurer, all of Annapolis. 

Baltimore County Medical Society has elected Dr. Ross McC. 
Chapman, Towson, President; Dr. John S. Green, Towson, Vice- 
President; and Dr. William R. Dunton, Jr., Catonsville, Secretary- 
Treasurer. 


Calvert County Medical Society has elected Dr. Isaac N. 
King, Prince - Frederick, President; Dr. Page C. Jett, Prince 
Frederick, Vice-President; and Dr. Hugh W. Ward, Owings, 


Secretary-Treasurer. 


The Tulane University 


of Louisiana 


School of Medicine 


POSTGRADUATE COURSES 


Long Courses leading 
Otolaryngology... to specialization 


Tropical Medicine and 
Parasitology._...January 2 to May 25, 1946 


For detailed information write 


DIRECTOR 
Department of Graduate Medicine 


June 1945 


Caroline County Medical Society has elected Dr. Frank K. An- 


derson, Federalsburg, President; Jesse S. Fifer, Ridgely, 
en and Dr. Walter B. Johnson, Denton, Secretary- 
reasurer. 


Carroll County Medical Society has held over the following 
officers: Dr. Charles L. Billingslea, Westminster; Dr. Maurice 
C. Porterfield, Hampstead, Vice-President; and Dr. J. Stanley 
Grabill, Mt. Airy, Secretary-Treasurer. 

a ote Medical Society has held over the following offi- 


cers: J. Herbert Bates, Elkton, President; Dr. S. F sca 
Kotz, Rising Sun, Vice-President; and Dr. Richard C. jodson, 
Rising Sun, Secretary-Treasurer. 

Charles County -Medical Society has elected Dr. James L. 
MacKavanagh, La Plata, President; Dr. Hugh D. Vazzana, Hughes- 
ville, Vice-President; and Dr. Edward J. Edelen, La Plata, 
Secretary-Treasurer. 

Dorchester County Medical Society has elected Dr. Frederick 


A. Miller, President; Dr. Gilbert E. Meekins, Vice-President; 
and Dr. E. A. Jones, Secretary-Treasurer, all of Cambridge. 

Frederick County Medical Society has elected Dr. A. Talbot 
Brice, Jefferson, President; Dr. Howard W. Ash, Frederick, Vice- 
President; Dr. Frank D. Worthington, Frederick, Secretary; and 
Dr. Louis R. Schoolman, Frederick, Treasurer. 

Harford County Medical Society has elected Dr. Josiah S. Hunt, 
Cardiff, President; Dr. Charles J. Foley, Havre de Grace, Vice- 
Sarees: and Dr. George B. Jastram, Aberdeen, Secretary- 

reasurer. 


DEATHS 


Dr. Charles Franklin Brown, Salisbury, aged 62, died recently 
of coronary thrombosis. 


MISSISSIPPI 


Dr. Joseph Leo Rubel, Columbus, and Miss Margaret Patricia 
Meacham, St. Louis, Missouri, were married recently. 

Dr. Ronald A. Bettle, Major, Medical Corps, U. S. Army, 
Hattiesburg, has been awarded the Bronze Star. 


MISSOURI 


Dr. Arthur H. Compton, Sc.D., Professor and Chairman of the 
Department of Physics and Dean, Division of Physical Sciences, 
University of Chicago, and winner of the Nobel Prize for physics 
in 1927, has been chosen Chancellor of Washington University, 
St. Louis. ‘ 

Dr. Robert M. James, Joplin, has been appointed State Health 
Commissioner and Secretary, State Board of Health. 

Dr. Leonard M. Folkers succeeds Dr. Florence I. Mahoney as 
Chairman, Division of Health Education, Stephens College, 
Columbia. Dr. Mahoney has joined the University of Wisconsin, 
Madison. 

Dr. B. Albert Lieberman, Sr., on March 29 completed fifty 
years in the practice of medicine in Kansas City. 

Dr. William V. McKnelly, Chamois, has been appointed 
Physician to the state penitentiary, Jefferson City. 

Brigadier General George B. Foster, Jr., Commanding Officer 
of O’Reilly General Hospital, Springfield, has been chosen Spring- 
field’s ‘outstanding citizen and man of the year’ and was 
awarded an engraved bronze plaque by the local Chamber of 
Commerce for his activities in coordinating the welfare of the 
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Physiotherapy—Clinical Laboratory—X-Ray. 


THE STOKES SANITARIUM 


E. W. STOKES, M.D., Medical Director, 923 Cherokee Road, Louisville, Kentucky 


1430 Tulane Ave. New Orleans 13, La. hospital with that of the community. 
Continued on page 64 
A Soule A Modern Ethical Sanitarium at Louisville 
Drug Addiction Established 1904 Nervous Diseases 


The DRUG treatment is one of gradual Reduction; it 
relieves the constipation, restores the appetite and sleep; 
withdrawal pains are absent. No Hyoscine or rapid with- 
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and diagnosis, as well as treatment. 
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Mi yelography 


RADIOGRAPHIC demonstra- 


tion of the vertebral column with the aid of a 


contrast medium provides a diagnostic tool of 
great value. Whether in cases of obvious spinal 
traumatism, suspected tumor, or possible le- 
sions manifested by low-back or sciatic pain, 
myelography is proving itself a technic of ever- 
growing importance. Eastman Kodak Com- 


pany, Medical Division, Rochester, N. Y. 


Refer your patient te a competent radiolegist 
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Continued from page 62 
Dr. Ernest K. Robinson, Kansas City, Lieut ae di 


W U. S. Navy, was recently awarded the Navy and Marine Corps 
ashington University Medal for unusual skill at the operating table aboard an aircraft 
* carrier in the Pacific. 

School of Medicine Dr. Royse Bohrer, West Plains, Major, Medical Corps, U. S. 
Army, has been returned to his country because of a back injury. 
. Dr. C. S. Grant, St. Joseph, has been appointed Clinic Phy- 

ounces e rollowing course sicicn for the St. Josep rganization for Public Healt ursing, 
Ann the following icicn for the St. Joseph Organization for Public Health Nursi 
succeeding Dr. E. M. Shores, St. Joseph, resigned. 
in Dr. Welle Smith, Springfield, has been elected President, 
: Springfield amber of Commerce for a second term. 
4 Dr. C. L. ‘Lawless, Marshall, has been appointed County 


Coroner for Saline County. 
Dr. Evertt A.*Qliver, Richland, and Mrs. Alma Wall, Miami, 


Oklahoma, were married recently. 
Dr. William Kemp Wright and Miss Mary Ruth Brown, both 


An eight months’ course in Otolaryngology of St. Louis, were married recently. 
for those beginning the study of diseases of. ‘DEATHS 
the ear, nose and throat. net: {idelheid C. Bedal, Kirkwood, aged 84, died March 20 of 
art disease. 
Only of schools who William Parish Curtis, St. Louis, aged 78, died recently 
comp a year of intern service wi of hypertension. Set : J 
= Dr. Andrew G. Minnick, Lock Springs, aged 74, died recentl 
itted to the course. pectoris 
- Dr. H . Moore, St. uis, 71, di recent 
The course begins September 17, 1945. Fee 
for the course is $600.00. Dr. Thomas Richard Shannon, St. Louis, aged 58, died recently 
of coronary occlusion and influenza. 
: ie ala Dr. Norman M. Windsor, St. Louis, aged 73, died recently 


of carcinoma. 


For further information apply to 


THE REGISTRAR NORTH CAROLINA 


Baker Sanatorium, Lumberton, has elected Dr. L. R. Hedgpeth, 


structor in Surgery, Bowman Gray ool o icine o e 
SCHOOL OF MEDICINE Forest College, Winston-Salem, Chief Surgeon; Dr. H. H. Brad- 
i ; shaw, Winston-Salem, Consultant Surgeon; and Dr. Roscoe D. 
St. Louis, Missouri McMillan, Red Springs, was added to the staff. 
Continued on page 66 ~ 


LaMOTTE SULFONAMIDES OUTFIT 


(Including Urine pH Control Test if desired) 


For determining the sulfanilamide, sulfathiazole, sulfapyridine, sulfaguanadine 
and sulfadiazine, etc., in blood and urine. 


Latest improved procedure employs N (1-Naphthyl) ethylenediami dihydrochloride and 


Ammonium Sulfamate in the coupling reaction. Determines free and combined form 
in blood and urine. This simple procedure enables one to determine one or all five of 
these drugs in a minimum amount of time. Outfit is compl with instructi Price 
: $23.50 F. O. B., Towson 4, Baltimore, Md. For those who prefer to alkalinize the urine 

during administration of these drugs the unit can be furnished with the LaMotte Urine Reaction Control Test at 


: LaMOTTE CHEMICAL PRODUCTS COMPANY 
Dept. S Towson 4, Baltimore, Md. 
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*"Electrotherapy and Light The 

by Richard Kovacs, M. D. Page 438. 
The “Rocke” Hydrotherapy Bath is an ideal device 
for administering whirlpool treatments. The vig- 
orous agitation produced by this unit creates a 
stimulating form of massage and, with the warm 
aerated water, serves to increase the a 
circulation. The action of the water, which can 
easily be regulated by the air intake valve, is 
produced vertically against the sides of the tank 
- along the injured extremity. 
The “Rocke” Hydrotherapy Bath is a compact 
streamlined unit with the motor and all parts com- 
pletely enclosed. Mounted on four ball-bearing cast- 
ers, it can easily be moved to any desired location. 


For complete information consult you nearest 
G-E X-Ray Branch Office, or write to Dept. A26. 
Accepted by the Council on Physical Therapy, 
American Medical Association. 
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Continued from page 64 


Dr. John S. Chamblee, Windsor, has been appointed Acting 
Health Officer for Wilson. 

Dr. John D. Bigger, Swannanoa, formerly a missionary to 
Korea, has been appointed Director of medical work in the 
Philippines for all interdenominational agencies. 

r. Lenox D. Baker, Durham, has been elected President of 
the North Carolina League for Crippled Children. 

Dr. Wayiand N. McKenzie, Albemarle, has resigned as Health 
Officer of Stanly County to enter private practice, and is suc- 
ceeded by Dr. Millard B. Bethel, Concord, who will serve in 
Stanly County on a part-time basis. 

Dr. John F. Owen, Superintendent, State Hospital, Raleigh, 
has been appointed to head a Mental Hygiene Bureau of the 
Health Department at Washington. 

Dr. Frank P. Hunter, Warrenton, has been chosen Health 
Officer of Warren County. 

Dr. John R. Saunders, Superintendent, State Hospital, Morgan- 
town, resigned. 

Dr. Robert Dumais Kornegay. Rocky Mount and Miss Anne 
Ruth Ennis, Dunn, were married recently. 

Dr. William McCoy Eagles, Durham, and Miss Reita Shifley 
Mesrick, Washington, were married March 3. 


DEATHS 


Dr. James P. Bunn, Rocky Mount, aged 36, died April 5. 

Dr. H.: M. Montgomery, Burlington, aged 73, died March 31. 

Dr. Robert Gray McPherson, Graham, aged 65, died recently 
of arteriosclerosis. 

Dr. Walter Lee McManus, Greensboro, aged 68, died recently 
of cerebral hemorrhage. 

Dr. A. B. Goodman, Lenoir, aged 69, died March 23. 

Dr. Robert Duval Jones, New Bern, aged 72, died March 2 
of a heart attack. 

Dr. Thomas Mervelle Watson, Greenville, aged 50, died March 
12 of a heart attack. 


OKLAHOMA 


Dr. Paul T. Powell, McAlester, has been named in charge of 
the Kay County Health Department, succeeding Dr. Jos. H 
Kinnaman, who resigned to become Deputy Commissioner of the 
Nassau County Health Department. 


June 1945 


Dr. William Gerald Rogers and Dr. Hubert Eugene Doudna, 
Associate in Gynecology and Professor of Clinical Anesthesiology 
respectively of the University of Oklahoma School of Medicine, 
Oklahoma City, have been granted leaves of absence for active 
duty in the United States Navy. 

Dr. Wayne McKinley Hull, Instructor in Medicine, University 
of Oklahoma School of Medicine, Oklahoma City, has resigned 
and is now residing in Omaha, Nebraska. 

Dr. Charles R. Rayburn, who has been on leave of absence 
from the University of Oklahoma School of Medicine serving with 
the Army since June 15, 1942, has resumed his duties as Pro- 
fessor of Mental Diseases. 

Dr. William D. Hurley, Tulsa, Colonel, Medical Corps, 
Surgeon, Third Army, APO 403, New York City, has been pro- 
moted to the rank of Brigadier General. 

Dr. David Reese, Charleston, Captain, Medical Corps, U. S. 
Army, hes been awarded the Bronze Star. 

Dr. William Henry McCaw, Jr., Columbia, and Miss Blanche 
M. Mount, Hightstown, New Jersey, were married recently. 

Dr. Jacob R. Hinshaw, McAlester, succeeds Dr. Paul T. Powell 
as Health Officer of Pittsburgh County. 


DEATHS 


Dr. Howard Storm Browne, Ponca City, aged 58, died recently 
of coronary heart disease. 

Dr. Caleb B. Chambers, Oklahoma City, aged 69, died re- 
cently of diabetes mellitus and gangrene of the right foot. 

Dr. Paul W. Friedemann, Stillwater, aged 84, died March 15, 

Dr. William P. Greening, Pauls Valley, aged 70, died March 2, 

Dr. A. W. Roth, Tulsa, aged 72, died March 17. 

Dr. B. F. Vaughan, Bethany, aged 81, died March 1. 

Dr. R. De‘bert Watson, Britton, aged 40, died March 14. 


SOUTH CAROLINA 


Dr. R. H. Chappel, for the past two years Instructor in 
Pathology and Bacteriology, University of Alabama School of 
Medicine, University, Alabama, is the new pathologist at Green- 
ville General Hospital, Greenville. 

r. J. G. Murray, Greenville, has been elected a member of 
the Board of Trustees of the local City School District. 

Dr. Orin R. Yost, Columbia, who recently returned from the 


Centinued on page 68 


An Unusually Useful Book! 


Here is an entirely new and original book 
for reeducating abnormal drinkers to absti- 
nence. It is written in a pleasantly informal 
style, and carries an individual message for 
everyone who needs help. If that means you, 
some member of your family or a friend, be 
sure to take advantage of the sound advice 
offered in Dr. Seliger’s tremendously help- 
ful book. 


CLOTH BOUND EDITION $2.00 
Available at Your Bookstore 
Dealers’ Agent: 
REMINGTON-PUTNAM CO., 
Baltimore 1, Maryland 


or: 
(Mailed in a plain envelope) 


Alcoholism Publications, 
2030 Park Ave., Baltimore 17, Md. 


Please send _____ ___ copies Alcoholics Are Sick People. 
Check Money Order Enclosed 
Name 


Address 
é 
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“Too bad Roentgen never saw this screen...” 


T= YEAR marks the fiftieth 
anniversary of Roentgen’sdis- 
covery of x-rays and the one hun- 
dredth anniversary of his birth. 

Progress in fluoroscopy since the 
day of that great discovery has 
‘been the work of scientists the 
wotld around—and to this prog- 
tess, developments in fluorescent 
screens have made important con- 
tributions. 

Roentgen, the scientist, would 
have appreciated the Patterson 
Type “B”’ Screen. Its unusual bril- 
liance and yellow-green fluores- 
cence were responsible for a great 
increase in the use of fluoroscopy. 
And its sensitivity to soft radiation 
has permitted lower kilovoltage 
techniques—less wear on tubes 


and equipment—and reduced ex- 
‘posure of patients to x-rays. 

Today, Patterson manufactur- 
ing facilities are meeting both mili- 
tary and civilian requirements 
for fluoroscopic and intensifying 
screens. Your dealer will be glad 
to serve you. Patterson Screen Di- 
vision of E. I. du Pont de Nemours 
& Co. (Inc.), Towanda, Pa. 


PATTERSON 
INTENSIFYING SCREENS 
—like Patterson Fluoroscopic 
Screens—are well known to 
roentgenologists everywhere. 
These screens help assure clear, 
sharp, contrasty radiographs of 
the kind that facilitate accurate 


Patterson Screens 


o 


BETTER THINGS FOR BETTER LIVING... THROUGH CHEMISTRY 
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Continued from page 66 


Army, has opened offices in Columbia, limiting his practice to 
psychiatry. 
Dr. A. R. Johnston, Jr., St. George, has been elected to the 
Board of Medical Examiners, representing the First District. 
Dr. William S. Hart, York, Colonel, Medical Corps, Surgeon 
Eighth Service Command, Dallas, Texas, has been promoted to 
Brigadier General. 


DEATHS 


Dr. James L. Donnan, Ware Shoals, aged 77, a recently. 
Dr. B. A. Henry, Anderson, aged 82, died April 4 . 
Dr. Robert L. McCrady, Charleston, aged 57, died April 3. 


TENNESSEE 


At the meeting of the House of Delegates of the Tennessee 
State Medical Association, held April 8, the regular annual 
session having been cancelled, Dr. Wm. Chaney, ——— 
was installed as President; and officers elected were Dr. C 
Hamilton, Nashville, President- Elect; Dr. Henry H. Soon 
Jackson, Vice-President for West Tennessee; Dr. C. D. Walton, 
Mt. Pleasant, Vice-President for Middle Tennessee; Dr. L. E. 
ag 1 Greeneville, Vice-President for East Tennessee; and Dr. 

Hardy, Nashville, Secretary-Editor, Dr. H. Shoulders, 
Nashvile having resigned. 

Jarrett E. Williams, Secretary-Treasurer, Sullivan-Johnson 

Oui Medical Society, Kingsport, has moved to Wharton, Texas. 

Dr. Frank E. Jones announces the opening of his office for the 
practice of psychiatry and geriatrics at 521 West Cumberland 
Avenue, Knoxville. 

Dr. Orville C. Gass announces the opening of his office for 
ractice limited to diseases of anus rectum and pelvic colon 
in the Medical Arts Building, Chattanooga. 

Dr. John William Shackelford, Director of local health service 
for the Oklahoma State Health ‘Department, is the new Assistant 
Health Officer of the Memphis and Shelby County Health De- 
partment, replacing Dr. W. D. Burkhalter, who resigned to enter 
private practice in pediatrics. 

Dr. Conie C. Lowry and ag Betty Jane Hamilton, both of 
Nashville, were married recently. 

Dr. Hal Pearson James, Whitehaven, and Miss Elizabeth 
McClure, Waynesville, North Carolina, were married recently. 


June 1945 


DeEatTHs 


Dr. Everett Benjamin Archer, Major, Medical Corps, Jackson, 
aged 50, died in New Guinea, January 18. 

Dr. Maurice Stewart Doak, Newport, aged 46, died recently of 
— gunshot wound received while returning from duck 
unting 

Dr. George C. Grimes, Aspen Hill, aged 79, mene 4 April 6. 

Dr. T. R. Guill, Donelson, aged 77. died March 22. 
aoe ones Dempsey McKinney, Nashville, aged 57, died 
pri 

Dr. Asa Meeks McRee, Trenton, aged 72, died recently of 
hypertension and arteriosclerosis 

Dr. Thomas Alfred Whitfield, “Nashville, aged 58, died April 8. 


TEXAS 


Baylor-Knox-Haskell Counties Medical Society has elected Dr. 
K. Lowry, Seymour, President; Dr. L. F. Taylor, Haskell, 
Vice-President; and Dr. R. L. Newsom, Munday, Secretary. 

Big Bend (Pecos-Jeff Davis-Presidio-Brewster) Counties Medical 

> has elected Dr. Lewis A. Lavanture, Marfa, President; and 
Joel Wright, Alpine, Secretary 

ee County Medical Society” has elected Dr, C. H. Frank, 
Texarkana, President; Dr. J. H. Rives, Texarkana, First Vice- 
President; Dr. E. B. McGee, New Boston, Second Vice-President; 
and Dr. Frances Spinka, Texarkana, Secretary. 

Hardin-Tyler Counties Medical Society has elected Dr. W. W. 
Anderson, Kountze, President; Dr. John Knight, Voth, Vice- 
President: and Dr. J. W. Poshataske, Silsbee, Secretary 

Hutchinson-Carson Counties Medical Society has elected Dr. 
L. C. Hanson, President; Dr. M. C. Kimball, Vice-President; 
and Dr. M. M. Stephens, Secretary. 

Methodist, Memorial and Hermann Hospitals, Houston, have 
each received a gift of one million dollars from Mr. and Mrs. 
H. R. Cullen, Houston. Memorial Hospital fund will be used for 
construction of a nurses’ home and School on a tract near the 
hospital, recently donated by Mrs. J. W. Neal; Methodist Hos- 
pital fund is being considered for use in constructing on a new site; 
Hermann Hospital will use the gift in an expansion program 
which will total $4,500,000 and include a new hospital building 
with about 450 beds, an office building for doctors and a nurses’ 
building to provide space for the school and residence for nurses. 


Continued on page 70 
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American cinchona tree. 


the tropics. 


mos! serious disease on earth. 


on tropical economic plants. 


klyn Botanic Gard 


tion on agriculture in the Indies. 


@ How quinine was saved from practical extinction. 


@ How this world remedy for malaria developed 
from the wild and fast-disappearing South 


@ How 60 years of patient trial and error resulted 
in one of the most skillful scientific cultures in 


@ How two great tropical regions struggled to supply 
the world with Nature's only provision for the 


Here is the dramatic history of cinchona from seed 
bed to harvesting absorbingly told by an authority 


Norman Taylor, the author, is editor of “The Garden 
Dictionary” and Botanical editor of Webster's “New 
international Dictionary.” Veteran of many scientific 
expeditions, he was formerly an assistant curator at 

the New York Botanical Garden and a curator at the 

At present he is Director | ($ 

of the Cinchone Products Institute in New York, 

Peter Honig, Dutch scientist with years of experience 

in the Netherlands Indies, hos written the introduc- 


GREENBERG : PUBLISHER 400 mapison AVENUE « NEW YORK 17, N.Y. 
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*& The quality of Rib-Back 
Blades has suffered no war- 
time change. Precision uni- 
formity . . . blade for blade 
...and long periods of 
satisfactory service, make 
them the least expensive in 


COMPARISON 


As manufacturers of what are widely re- 
garded as the finest surgical blades ever 
developed, it is our conviction that pro- 
fessional preference is based upon their 
actual performance rather than attempts 
to evaluate their qualities by mechanical 
determinations. 


urgeons ge#d¢ just the desired degree of rigidity 
=seeneece== necessary to resist lateral pres- 


Surgeons é#e@ that dependable strength and 
mandenesese= long cutting efficiency serves to 


reduce blade consumption to a 
minimum. 


Ask your dealer 


BARD-PARKER COMPANY, INC. 
Danbury, Connecticut 
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STERILE HIGH TITER 


| Wcroupsera 


CLASSIFICATION 


Improper classification, due to 
weak reacting testing sera or 
failure to differentiate Al from 
loods may cause serious 
trouble—even fatalities. 
Our Grouping Sera are certified for HIGH 
TITER. Exclusively qeepered under the per- 
sonal supervision of Dr. R. B. H. Gradwohl 
safe, efficient, accurate laboratory techni- 
que. We invite your inquiries. 
Serum “A” (II, Moss), and Serum “B” (III 
Moss) represent carefully controlled experi- 
mental work to furnish the profession care- 
fully tested and titrated grouping sera. Clin- 
ically reliable ... worthy of your confidence. 
nti-Rh serum to test for Rh. Absorbed 
serum to differentiate between A: and As 
Anti-M and Anti-N sera for blood spots and 
paternity work. 


Write for a sam co Th 
of helpful hints on improved lab-]/2—= 
oratory technique. =. 


LABORATORIES 


R. B. H. Gradwohl, M. D.,Director fae 


For ACCURATE 


Continued from page 68 


A research fellowship in internal medicine will be established 
at the University of Texas Medical Branch, Galveston, in honor 
of Dr. Marvin Lee Graves, Emeritus Professor of Internal 
Medicine. 4 

Dallas is seeking an appropriation of $1,500,000 to establish 
three state hospitals in Dallas. 

Dr. Binson, who has been interned by the Japanese in 
the Philippines since December 7, 1941, has been released. 

Dr. J. H. Jernigan, Childress, has been appointed Health Officer 
of Childress. 

Dr. J. F. Corey, Rockwall, recently celebrated his fiftieth anni- 
versary as a citizen and practicing physician in Rockwall. 

Dr. Philip S. Joseph, Alice, has been appointed Health Officer 
of Jim Wells County. 

Dr. L. H. Denman, Lufkin, has been appointed Health Officer 
of Angelina County. 

Dr. Paul C. Doehring, Houston, Major, Medical Corps, U. S. 
Army, stationed in the South Pacific, recently sent a check for 
$1.000 to the Houston Red Cross Chapter. 

Dr. David McCullough, Kerrville, and Miss Mary Myers, 
Electra, were married recently. 

Dr. Alvin Beyer, Jr., Houston, and Miss Mary Tom Luton, 
Grand Prairie, were married recently. 

Dr. E. C. Mooney, San Antonio, and Miss Marie Sims, Mexia, 
were married recently. 

Dr. H. Wilder, Clarendon, and Miss Nina Boyett were 
married recently. 


DEaTHS 


Dr. Lucy Woodward Gardner, San Antonio, aged 76, died re- 
cently of abdominal carcinoma. 

Dr. Forest Jackson Green, Mineola, aged 68, died recently of 
heart disease. 

Dr. Jason Earl Montgomery, Weslaco, aged 74, died recently of 
heart disease. 

Dr. Joseph S. McCreary, Buffalo, aged 46, died recently of 
heart disease. 

Dr. Robert Abner Partain, Jr., San Antonio, aged 48, died 
recently of coronary occlusion. 

Dr. Marshall J. Rogers, Rule, Lieutenant, Medical Corps, USNR, 
aged 29, was killed in action recently in the Pacific. . 


3514 Lucas Av. 


St. Louls, Mo. 
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for "Physiologic Correction of 
Habitual and Atonic Constipation 


Available through 
all pharmacies in 
boxes of 50 tablets. 


Though effective whenever con- 
stipation must be corrected, 
Cholmodin proves especially 
useful in the aged and in bed- 
ridden patients, in whom im- 
paired fat-digestion, intolerance 
to fatty foods, and diminished 
absorption of fat-soluble vita- 
mins is so often encountered. 

Composed of deoxycholic acid 
(1% gr.) and extract of aloes 
(% gr.), Cholmodin activates 
the entire intestinal tube, inten- 
sifies bile flow, improves the 


Riedel - de Haen, Inc. 


digestion and absorption of fats. 
Deoxycholic acid, a constituent 
of human bile and a true chole- 
retic, augments peristalsis in the 
small bowel. Under its influence, 
the extract of aloes begins to re- 
lease the contained emodin 
promptly at a gradual rate, thus 
activating the lower bowel 
gently, without griping and with- 
out excessive water loss. The 
evacuation induced by Cholmodin 
duplicates closely the normal 
effect of intestinal motility. 


New York 13, N. Y. 
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0. RECOGNIZED clinical and eco- 
nomic value in orthopedic, frac- 
ture, paralytic and post-operative 
cases at the time convalescent 
progress permits placement on 
ambulatory service. 


Tends to overcome fear psy- 
chosis in patients . .. in- 
spires confidence against 
tripping or falling. 


Assures stabilized weight dis- 
tribution with smooth ambu- 
latory motion. 


Affords free application of 
leg exercises and encourages 
general muscular develop- 
ment. 


Provides against patient col- 
lapsing to the floor in the 
event of ‘strength failure in 
hands or arms. 


Adjustable for height of 
armpits, normal grip exten- 
sion and varying widths of 
shoulders. 


Available in both adult and. 
child sizes. 


Write today for descriptive literature 


AMERICAN STERILIZER COMPANY 
Erie, Pennsylvania 


DESIGNERS AND MANUFACTURERS OF SURGICAL STERILIZERS, TABLES AND LIGHTS 
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Iodine Educational Bureau, Inc. 


Efficient 
Under Adverse Conditions 


In clinical practice it is essential 
that an antiseptic retain its effi- 
ciency even in the presence of 
blood, serum, exudates and other 


interfering agents. 


In vitro tests comparing the bac- 
tericidal efficiency of Iodine and 
organic mercurial antiseptics re- 
cently were conducted, using thio- 
glycollate medium which inacti- 
vates or neutralizes the antiseptic 
action of many substances and 
preparations.* 


Markedly greater bactericidal effi- 
ciency of the U.S.P. Iodine Solu- 
tions was demonstrated under 
these conditions. 

*“Bactericidal Efficiency of Iodine So- 
lutions and Organic Mercurial Anti- 


septics’’, Amer. Jour. Pharm., 117:5 
(Jan.) 1945. 


120 Broadway, New York 5, N. Y. 


* 
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Dr. George Terrell Singleton, Wichita Falls, aged 52, died 
recently of intestinal obstruction. 

Dr. Edmond Henri Sauvignet, Laredo, aged 71, 
of uremic toxemia. 


died recently 


VIRGINIA 
Elizabeth City County Medical Society has elected Dr. Eldred 
S. Jones, Hampton, President; Dr. Robert H. Wright, Jt, 
Phoebus, Vice-President; and Dr. Raymond B. Newman, 


port News, Secretary-Treasurer. 

Neuropsychiatric Society of ba has elected Dr. 
Harrell, Staunton, President; “3 Asa_ Shield, Banat 
Vice-President; and Dr. Claude L. Neale, Richmond, Secretary- 
Treasurer. 

Dr. J. McIver Jackson succeeds Dr. Wm. B. Baily as Health 
Officer of the Norfolk-Princess Anne Health District. 

Dr. Thomas H. Hogshead has located in Monterey where he 
has resumed general practice, he recently having been with the 
E. I. Du Pont de Nemours Company, Penn’s Grove, New Jersey. 

Dr. Raymond D. Kimbrough, Norfolk, has accepted the ap- 
pointment as Associate Professor of Dermatology and Syphilology 
and also of Preventive Public Health Medicine at the Medical 
College of Virginia, Richmond. 

Dr. Milton Millman, formerly of Norton, has been released 
from the U. S. Army, "due to a physical disability, having been 
in Service since July 30, 1943, and plans to practice in Bristol, 
Virginia-Tennessee. 

Dr. Roy A. Barlow, Winchester, has moved to Berryville. 

Dr. Marie Thomas, Roanoke, has moved to Huntington, West 
Virginia, where she will continue practice in the specialty of 
— in the First Huntington National Bank Building. 

James T. Rountree, Harrisonburg, is located at Corpus 
Christi, Texas. 

Dr. Hawes Campbell, Jr., Staunton, has moved to Williamsburg 
= a will be in charge of the male seryice at Eastern State 
ospita 

Dr. M. T. Vaden and Dr. R. B. Eason, both of — Vista, 
have been appointed members of the local Board of Health. 

Dr. William W. Farley, Brownwood, and Miss Rachael Gilbert 
Smith, Kings Mountain, North Carolina, were married recently. 

Dr. Louis Kolipinski announces the opening of offices at 1614 
Monument Avenue, Richmond. 

Dr. P. R. Fox announces the opening of offices at 2019 Monu- 
ment Avenue, Richmond. 


DEATHS 


Dr. Samuel Edward Hughes, Danville, aged 81, died April 9. 

Dr. William Dandridge Haden, Charlottesville, aged 60, died 
April 8. 

Dr. William Hayes McCarty, Marion, aged 47, died recently. 

Dr. Charles Clarence Phillips, Hampton, agé@l ‘64, died recently 
of coronary occlusion. 

Dr, James Henry Rawlings, Lynchburg, aged 74, died April 3. 

Dr. John William Smith, Branchville, aged 73, died recently 
of coronary occlusion 

Dr. William Bibb Thornhill, Lynchburg, aged 82, died April 3. 


Continued on page 74 


| Classified Advertisements 


EDITING—Preparation of papers and reports, indexing, abstract- 
ing, bibliographies and similar services to physicians. Address 
inquiries to Elizabeth M. McFetridge, M.A., 4810 St. Charles 
Avenue, New Orleans 15, Louisiana. 


WANTED—Physicians for mental hospital; graduate class A 
school; experience in psychiatry desirable but not essential; salary 
and partial maintenance; near two excellent colleges. Address 
Box 325, Milledgeville, Georgia. 


WANTED—Psychiatrist, diplomate of A.B.P.N. for Director, 
Division of Mental Health. State Department of Public Welfare, 
New State Office Buiding, Atlanta, Georgia. 


FOR SALE—Physician’s instruments, microscope, treatment lamp, 
sterilizer and table, Thomas splint, and various drugs. Write Miss 
Mary Jo McLaurine, Lincoln, Alabama. 
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CAMP 
Orthopedic 
Support 


Chronic: 
Low Back Pain 


ANATOMICAL SUPPORTS 


Prescribed in many types for the con- 
dition illustrated and for Prenatal, 
Postnatal, Post-operative, Pendulous 
Abdomen, Visceroptosis, Nephropto- __ 
sis, Hernia and Orthopedic conditions. 


S. H. CAMP & COMPANY 
Jackson, Michigan 


World's Largest Manufacturers 
of Scientific Supports 


Offices in NEW YORK CHICAGO 
WINDSOR, ONT. * LONDON, ENG. 


If you do not bave a copy of our “Ref- 
erence Book for Physicians and Sur- 
geons”, copy will be sent upon request. 


| 
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FOOD MILL 


i4 on the Market 


Although production is 
limited, please tell mothers 
or patients who need 
smooth diets to ask for 
the Foley Food Mill at 
department or hardware 
stores. If they cannot 
obtain it, then have them 
send $1.25 direct to 
us (giving your name) 
and we will send a 
Food Mill postpaid to 
each of your patients 
who needs one. 


Special price to 
Doctors for 
Display 

1 only 75¢ 
POSTPAID 


FOLEY MFG. CO. $55 


| I enclose 75c for 1 Family Size Foley Food Mill. | 
Name 

Address 


Continued from page 72 
WEST VIRGINIA 


West Virginia State Medical Association, at a meeting of the 
House of Delegates at Clarksburg, May 14, elected Dr. Andrew E. 
Amick, Charleston, President; Dr. B. S. Brake, Clarksburg, and 
Dr. J. B. Thompson, Oak Hill, Vice-Presidents; and Dr. T. M. 
Barber, Charleston, Treasurer, re-elected. 

Marshall County Medical Society has elected Dr. Don S, 
Benson, Moundsville, President; Dr. R. B. Grimm, Cameron, 
Vice-President; and Dr. J. A. Striebich, Moundsville, Secretary- 
Treasurer. 

Dr. George P. Evans, Iaeger, effective July 1 will become the 
first superintendent, Andrew S. Rowan Memorial Home at Old 
Sweet Springs, an institution for the care of aged and infirm 
white men and women. 

Dr. J. B. Traul, formerly of Logan and Ward, has moved to 
Mansfield, Ohio. 

Dr. Robert A. Houston, Elkins, has located at Sunbury, 
Pennsylvania. 

Dr. Maurice H. Maxwell, Elkins, has moved to Red Jacket. 

Dr. Donald M. Post, Morgantown, Major, Medical Corps, 
U. S. Army, has received an honorable discharge and has returned 
to his home for practice. 

Dr. William Berl Wright, Clarksburg, has been given an hon- 
orable discharge from the Medical Corps of the Army. 

Dr. J. C. Ford, Huntington, Major, Medical Corps, U. 58. 
Army, has located in the West Virginia Building at Huntington 
for practice. 

Dr. Bruce H. Pollock, Charleston, Lieutenant Commander (MC) 
USNR, has been transferred to the States and is attached to the 
Office of Naval Officer Procurement, Philadelphia, Pennsylvania, 

Dr. Julius L. Boiarsky, Charleston, Captain, Medical Corps, 
U. S. Army, has been transferred to the States and is assigned 
to the Convalescent Section, Walter Reed General Hospital, 
Washington, D. C. 

DEATHS 

Dr. Arthur Robert Gersabeck, Maybeury, aged 39, died recently 
from wounds sustained in action in Germany. 

Dr. Fred Saul Richmond, Bluefield, aged 63, died April 9 
after suffering a paralytic stroke. 

Dr. Brinley John, Morgantown, aged 45, died April 21 of 
coronary thrombosi 


VALENTINE’S MEAT EXTRACT 
READILY ASSIMILATED 
PALATABLE 


Extensively used in Convalescence, Pediatrics and 
in Illness for over Seventy years. 


Valentine’s Meat-Juice Company 
Richmond 9, Virginia 
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N Instead of a solid stem, the Emmert-Gellhorn 
Th e ew Pessary employs a stem having a hole drilled through- 
out its length. This offers the considerable advan- 


Emmert - Gellhorn Pessary tage of drainage, preventing accumulation of dammed- 


ae improve dt device for treatment up secretions. This permits fewer removals of the 
of inoperable uterine prolapse 


pessary for cleaning, of great benfit to the patient, 
particularly since many of those using this pessary 
are aged and find such frequent manipulation and 
visits to the physician a severe handicap. 


The stem of the new pessary is % inch shorter 
than that of the former pattern, and does not termi- 
nate in the knob formerly used. A slight hollowing 
of the stem near the end, however, allows easy grasp 
for removal. In weight, the Emmert-Gellhorn Pes- 
sary has the advantage of being considerably lighter. 

For use in cases of inoperable uterine prolapse, This decreased weight also adds to the comfort of 
this new pessary is offered as an improvement upon the patient. 


great success. The Emmert-Gellhorn Pessary is made Diameter 2 or 24% inches, STATE SIZE, 


. of one solid piece of Neicomold, a synthetic mate- Each $2.25 
: rial that may be boiled. The material is unbreak- SPECIAL SIZES: 2%, 2% or 3-inch may be 
able and stays smooth in use since it is unaffected had on order, at each c $2.75 


by the genital secretions. Neither does it affect or 


irritate the vaginal mucosa. The shape is approxi- A. S. ALOE COMP ANY 


mately that of a mushroom, with the upper surface 


1831 OLIVE STREET, ST. LOUIS. MO. 


“M. E. S. CO. Ointments 


OPHTHALMIC AND NASAL 


TManhattan Eye Salve Company 


Incorporated 1063-65 Bardstown Road, LOUISVILLE 4, KENTUCKY 
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Skilled bacteriologists constantly test Dextri-Maltose 


HOUSANDS of samples of Dextri-Maltose, secured both during the course of man 

ufacture and after packing, are continually analyzed bacteriologically. This close 
correlation between laboratory and factory results in a product having a remarkably low 
bacterial count. A quarter of a century of clinical success has demonstrated that such 
ceaseless vigilance is indispensable to safety. Here, where the life and health of the infant 
and the reputation ‘of the physician are in the balance,—VALUE, NOT PRICE, I8 
THE TRUE MEASURE OF ECONOMY. 


Please enclose professional card when requesting samples of Mead Johnson products to cooperate . in preventing their reaching unauthorized persome 
Mead Johnson & Company, Evansville, Ind., U. S. A. 


= 
SANITARY CONTROL OF DEXTRI-MALTOSE . . . (wo.2 oF 
. 
5 


— 


is 


Mead's Menadione in 
Mead's Niacin Tablets; Nutram- 
Olac; Mead'’s Oleum - 


. igen; 


Tablets; 


ALL MEAD’S PRODUCTS 


ARE COUNCIL-ACCEPTED 


 Alacta; Amigen Powder; Ami- 
gen Solution 10%;. Amigen — 


5% in 5% Dextrose Solution; 


Mead's Ascorbic Acid Tablets; 


Casec; Mead’s Cereal; Mead's 


Cod Liver Oil Fortified With 


Percomerph Liver Oil; Mead's 


Mead's Cod lLiver Oil With 
Viosterol; Dextri-Maltose Nos. 


Standardized Cod Liver Oil; 


1, 2 & 3; Dextri-Maltose With . 
Yeast Extract and fron; Mead’s 


Halibut Liver Oil; Mead’s Pow- 


dered Lactic Acid Milk-No. 


Oil; 


Percomorphum With Other 
Fish-Liver Oils and Viosterol 
(liquid and capsules); Pabena; 
Pablum; Mead’s Pectin-Agar in 
Dextri-Maltose; Mead’s Pow- 
dered Protein Milk; Mead’s 
Riboflavin Tablets; Sobee; 


Mead's Thiamine Hydrochloride 
Mead’s Viosteroh in 
Oil; Mead‘s Viosteral in Hali- 


but Liver Oil; Mead’s Brewers 


Yeast Tablets. 


MEAD 


Yeast Powder; Mead’s Brewers 


JOHNSON 


“When you see one of us on a package of 
medicine or food, it means first of all that 
the manufacturer thought enough of the 
product to be willing to have it and his 
claims carefully examined by a board of 
critical, unbiased experts .. . We're glad 
to tell you that this product was examined, 
that the manufacturer was willing to listen 
to criticisms and suggestions the Council 
made, that he signified his willingness to 


restrict his advertising claims to proved 
ones, and that he will keep the Council in- 
formed of any intended changes in product 
or claims ... There may be other similar 
products as good as this one, but when you 
see us on a package, you know. Why guess, 
or why take someone’s self-interested 
word? If the product is everything the 
manufacturer claims, he should have no 


reason for hesitancy im submitting it to 


the Council.” 


Evansville . 21, 
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THEELIN 
per 
VAGINA 


Although sulfathiazole and sulfadiazine have been found effective in the 
treatment of gonococcic vulvovaginitis, the danger of sensitization of the 
patient with these compounds makes an estrogen the drug of choice for 
the child.’ Most physicians prefer to reserve the sulfonamides for the more 
serious diseases of childhood in which their use is imperative. 


Available in small, conical-shaped suppositories for intravaginal adminis- 
tration, THEELIN produces temporary cornification of the vaginal epithelium, 
a favorable vaginal pH of 4.5 to 5.5, cessation of discharge, and negative 
smears for gonococci in two to four weeks. 


Theelin Suppositories (Vaginal) contain 0.2 mg. Theelin in a glycero-gelatin 
base. Available in boxes of 6 and 50. 


1. Compton, B.C.; Bieren, R. E.; Jones, E.G.; Inloes Jr., B. H.; Kardash, T., 
and Hundley, J. M.: Ti of G ic Vul ginitis ,J.A.M.A. 
127:6 (Jan. 6) 1945. 
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